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U-lOO Iletin (Insulin, Lilly)

(100 units of Insulin per cc.)

This is a concentration suitable for most
Insulin-dependent diabetics.

U-100 Iletin promises significant patient

benefits from standardized, simplified,

and convenient Insulin therapy. It is

available in six formulations.

Note: A U-100 syringe must be

used with U-100 Iletin.

Eli Lilly and Company
Indianapolis, Indiana 46206

Leadership in Diabetes Research

for Half a Century
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Additional information
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This psychoneuroti

often respond
Before prescribing, please con-

sult complete product information,
a summary of which follows

:

Indications: Tension and anx-
iety states

; somatic complaints
which are concomitants of emo-
tional factors

; psychoneurotic states
manifested by tension, anxiety, ap-
prehension, fatigue, depressive
symptoms or agitation

; symptomatic
relief of acute agitation, tremor, de-
lirium tremens and hallucinosis due
to acute alcohol withdrawal

; ad-
junctively in skeletal muscle spasm
due to reflex spasm to local pathol-
ogy, spasticity caused by upper
motor neuron disorders, athetosis,
stiff-man syndrome, convulsive dis-

orders (not for sole therapy).

Contraindicated: Known hyper-
sensitivity to the drug. Children
under 6 months of age. Acute narrow
angle glaucoma

;
may be used in pa-

tients with open angle glaucoma
who are receiving appropriate
therapy.

Warnings: Not of value in psy-
chotic patients. Caution against
hazardous occupations requiring
complete mental alertness. When
used adjunctively in convulsive dis-

orders, possibility of increase in

frequency and/ or severity of grand
mal seizures may require increased
dosage of standard anticonvulsant

medication
;
abrupt withdrawal may

be associated with temporary in-

crease in frequency and/or severity 1

of seizures. Advise against simul-
taneous ingestion of alcohol and
other CNS depressants. Withdrawal

|

symptoms (similar to those with
barbiturates and alcohol) have
occurred following abrupt discon-

tinuance (convulsions, tremor, ab-

dominal andmuscle cramps, vomiting
and sweating). Keep addiction-prone
individuals under careful surveil-

lance because of their predisposition

to habituation and dependence. In

pregnancy, lactation or women of

childbearing age, weigh potential

benefit against possible hazard.



V hen you determine that the

depressive symptoms are associated

with or secondary to predominant

anxiety in the psychoneurotic

patient, consider Valium (diazepam)

in addition to reassurance and

counseling, for the psychotherapeutic

support it provides. As anxiety is

relieved, the depressive symptoms

referable to it are also often relieved

j

or reduced.

The beneficial effect ofValium is

usually pronounced and rapid.

Improvement generally becomes

evident within a few days, although

some patients may require a longer

period. Moreover, Valium (diazepam)

is generally well tolerated. Side

effects most commonly reported are

drowsiness, ataxia and fatigue. Caution

your patients against engaging in

hazardous occupations or driving.

Frequently, the patient’s symptoms

are greatly intensified at bedtime.

In such situations, Valium offers an

additional advantage: adding an h.s.

dose to the b.i.d. or t.i.d. schedule

can relieve the anxiety and thus

may encourage a more restful

night’s sleep.

/
symptom complex

Precautions: If combined with
)ther psychotropics or anticonvul-

sants, consider carefully pharma-
cology of agents employed

;
drugs

such as phenothiazines, narcotics,

barbiturates, MAO inhibitors and
bther antidepressants may poten-

tiate its action. Usual precautions
ndicated in patients severely de-

bressed, or with latent depression,

>r with suicidal tendencies. Observe
isual precautions in impaired renal

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, N.J. 07110

or hepatic function. Limit dosage to

smallest effective amount in elderly

and debilitated to preclude ataxia

or oversedation.

Side Effects: Drowsiness, con-

fusion, diplopia, hypotension,

changes in libido, nausea, fatigue,

depression, dysarthria, jaundice,

skin rash, ataxia, constipation, head-

ache, incontinence, changes in sali-

vation, slurred speech, tremor,

vertigo, urinary retention, blurred

vision. Paradoxical reactions such

as acute hyperexcited states, anx-

iety, hallucinations, increased mus-
cle spasticity, insomnia, rage, sleep

disturbances, stimulation have been

reported; should these occur, dis-

continue drug. Isolated reports of

neutropenia, jaundice; periodic

blood counts and liver function tests

advisable during long-term therapy.

(diazepam)
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“Relax”
BUHSOL Sodium provides highly predictable sedative effecttminor dosage
adjustments are usually all that’s needed to produce the desired degree of

sedation. (With 3 dosage forms and 4 strengths to make adjustments easy.)

BUTISOL Sodium offers prompt, smooth, relatively non-eumuiative action;

begins to work within 30 minutes. . .yet, because of its intermediate rate of

metabolism, generally has neither a "roller-coaster” nor a "hangover” effect.

BUTISOL Sodium is remarkably well tolerated *a 30-year safety record
assures you that there is little likelihood of unexpected reactions.

BUTISOL Sodium saves your patients moneytcosts less than half as much
as most commonly prescribed sedative tranquilizers*

These are four good reasons for prescribing BUTISOL Sodium for the many
patients who need to have the pace set just a little slower. Its gentle daytime

sedative action is often all that’s needed to help the usually well-adjusted

Contraindications: Porphyria, sensitivity to barbiturates, or susceptibil ity to dependence on sedative-hypnotics.

Warning: May be habit forming. Precautions: Exercise caution in: moderate to severe hepatic disease; withdrawal

in drug dependence or the taking of excessive doses over a long period, to avoid withdrawal symptoms; elderly

or debilitated patients, to avoid possible marked excitement or depression; use with alcohol or other CNS depressants,

because of combined effects. Adverse Reactions: Drowsiness at daytime sedative dose levels, skin rashes, “hangover”

and gastrointestinal disturbances are seldom seen. Usual Adult Dosage: For daytime sedation, 15 mg. to 30 mg.
t.i.d. or q.i.d. For hypnosis, 50 mg. to 100 mg. Available as: Tablets, 15 mg., 30 mg., 50 mg., 100 mg.; Elixir, 30 mg. per

5 cc. (alcohol 7%). BUTICAPS® [Capsules BUTISOL SODIUM (sodium butabarbitai)] 15 mg., 30 mg„ 50 mg., 100 mg.

McNEIL 1 McNeil Laboratories, Inc.. Fort Washington. Pa. 19034

patient cope with temporary stress.

*Based on surveys of average daily prescription costs.

SODIUM®



HEALTH MAINTENANCE ORGANIZATIONS —
BONANZA OR BUST?

HMO’s (prepaid health plans) were dis-

cussed at the December 1, 1973, AMA con-

vention. Whether they are able to deliver

better care at less cost is still unproven, but

at any rate, they are multiplying. In the

1960’s in the United States there were 30

HMO’s caring for three million patients; to-

day there are 100 HMO’s caring for seven

million patients. Seventy-nine HMO projects

have been funded by the United States Gov-

ernment for $30 million; 100 more HMO’s
are under consideration. Each funded HMO
receives from the Government a $125,000

planning grant, a $50,000 establishment

grant, and $1,000,000 in funding for the first

three years. Each is said to have a quality-

of-care mechanism in its organization.

Twenty-eight new HMO’s have started in

the Los Angeles area over the last two years.

In California ten years ago there were four;

today there are 60 HMO’s. They compete

with each other, and there is much infighting

among them as they attempt to enroll the

same people.

Critics of HMO’s have pointed out that the

Health Insurance Plan (HIP) in New York
is always bankrupt and is only able to survive

by annual subsidies. If the HMO is looked

upon by the Government as an alternate

method of patient care, why do they have to

be so heavily subsidized? Should HMO’s be

forced to compete in the market place with

traditional providers of health care, or should

they have favored treatment in order to make
them competitive?

Whatever your opinion on Health Mainten-

ance Organizations, they are with us, their

numbers are increasing, some Congressmen

think they will solve our health problems, and

the Government is going to spend many mil-

lions of dollars to give them a start. Con-

gress, the medical profession, and the public

will be able to observe these two systems and

decide which is better. Let us hope that the

health of the country is benefited from this

large investment. Recently, a California steel

union left the Kaiser-Permanente plan and

returned to private physician coverage. One
wonders if our patients are willing to sacrifice

the traditional doctor-patient relationship

without getting more in return.

8 January, 1974
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TRENDS AND DEVELOPMENTS

IN MEDICAL GENETICS

Medical genetics has undergone many advances in

the past several years. This article discusses the

recent trends in medical genetics and outlines those

developments which should be of interest to the

practicing physician in his routine care of patients.

Henry R. Cowell, M.D.

It has been less than seventy years since

Archibald Garrod first postulated that certain

diseases in man followed Gregor Mendel’s
Laws of Inheritance. During the major por-

tion of this time, the study of medical genetics

has been confined to the delineation of an
ever increasing number of conditions which
obey Mendel’s Laws. However, the last twen-

ty years have seen several new trends in medi-

cal genetics. These include an increased

awareness of the genetic basis of disease, an
increased ability in the area of detecting gen-

etic conditions, a better knowledge of preven-

tion of these difficulties, and finally, the possi-

bility of treating certain of these conditions.

While there are developments in each of these

areas which are now, or soon will be, part of

the physician’s armamentarium in dealing with

these conditions, it must be remembered that

some of these developments are new, and

This article is based on Dr. Cowell’s presentation at the Univer-

sity of Delaware conference on Current Medical Challenges: Drugs,

Genetics.

Dr. Cowell is Associate Surgeon-in-Chief, Alfred I. duPont Insti-

tute, and Associate Chief of Staff for Research, Veterans Adminis-
tration Hospital, Wilmington, Delaware.

therefore, available only in selected centers.

Increased Awareness of the Genetic

Basis of Disease

The first trend is an increased awareness of

the genetic basis of disease. It has become
apparent that all diseases fit into a spectrum

as outlined by McKusick .
1 in which the rela-

tive importance of genetic and exogenous

factors varies. Therefore, it is important

to continue to catalog disease entities,

so that a complete listing of the genetic pat-

terns of all conditions can be compiled. The
answer to the prevention of these conditions

may be found by understanding the genetic

aspects of the condition.

Review of family pedigrees may also give

us a better understanding of related, but seem-

ingly different, conditions. For example, tri-

phalangism of the thumb is being studied by

the author in members in four generations of

an affected family. It is interesting to note

that all types of triphalangeal thumb which
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have been described in the literature occur in

this family. Therefore, this gives us a better

understanding of the etiology of the condition

and illustrates the pleiotropic effect of a single

gene; that is, that one gene can have many
effects in different individuals. This gene has

caused triphalangeal thumbs in otherwise nor-

mal hands, has caused triphalangeal thumbs

in six-fingered hands, and has caused variation

in the extra phalanx from a relatively normal

bone to a delta phalanx. It is likely in this

condition, and in other dominant conditions,

such as the Nail-Patellar Syndrome,2 that the

allele of the abnormal gene, which is basically

normal, allows variation in the expression of

the abnormal gene. This marked pleiotropic

variation can occur in recessive conditions as

well.

The author has had the opportunity to eval-

uate four children in one family with Maro-

teaux-Lamy syndrome. Roentgenographic ex-

amination of their spines shows marked varia-

tion in the involvement of the vertebral bodies

from one child to another. This is true despite

the fact that all four children must have re-

ceived the same two abnormal genes from their

parents. Therefore, it also must follow that

not only the allelic genes, but also genes locat-

ed close to those determining the Maroteaux-

Lamy syndrome, or perhaps even at some dis-

tance, have an effect on the way that the ab-

normal Maroteaux-Lamy genes are expressed.

Increased Detection of Genetic Conditions

A second trend is the increased detection of

genetic conditions. This has come about

both from the increased knowledge of the

genetic pattern of certain conditions and the

development of certain tools to aid in the de-

tection of some of these disorders. The find-

ings in idiopathic scoliosis illustrate the bene-

fit of the realization that a condition previous-

ly called idiopathic is, in fact, genetic. The
author first suspected that so-called idiopathic

scoliosis had a genetic basis when several fam-
ilies were seen at the Alfred I. du Pont Insti-

tute with scoliosis present either in siblings

or in two or three generations. 3 Seventeen
families were then studied in depth, and these

families showed that idiopathic scoliosis in

these families was inherited in a sex-linked

18

dominant fashion; that is, that the scoliosis

was passed on from one generation to the next.

In these families, there was no incidence of

male to male transmission, although there was
incidence of male to female transmission, and
transmission from the mother to both sons

and daughters. This is the hallmark of sex-

linked dominant inheritance. In addition, it

was noted that there was variable expressivity,

ie, that the curve varied in both severity and
configuration from one generation to the next;

and there was incomplete penetrance in that

there were several families where children with

curves had parents with straight spines but
had grandparents with curvature of the spine.

Since it has been recognized that this condi-

tion is familial, the diagnosis is being made at

an earlier age in the siblings and at a time

when the curve is less severe. This has al-

lowed the treatment of many children with

mild curves so that severe deformity may be

prevented.

The wide use of chromosome studies illus-

trates a helpful new tool in the area of detec-

tion.4 Since this tool represents the develop-

ment of a new technique which has been avail-

able for a relatively short period of time, the

method of performing chromosome studies will

be discussed and the indications for their use

outlined.

Chromosome studies are generally per-

formed on leukocytes although they may be

carried out on other tissues, including buccal

mucosa, skin, or cells obtained from amniotic

fluid. In order to study leukocytes, two to

three cubic centimeters of venous blood is

drawn, and twelve to fifteen drops of this blood

is inoculated into a culture medium which

contains phytohemagglutinin. (Phytohemag-

glutinin was found by Nowell 5 and Hungerford

in 1960 to induce leukocytes to undergo one

cell division at approximately 72 hours after

incubation, thus allowing study of the chromo-

somes.) Following an incubation period of

approximately 72 hours, cell division is arrest-

ed with colchicine which has the effect of in-

activating the spindle fibers which attach the

chromosomes to the polar body. Therefore,

when the cell enters metaphase, further divi-

sion is halted and chromosomes can be individ-

ually identified.
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"Courtesy of the Cytogenetics Laboratory, Alfred I. duPont Institute.

The cells are then harvested and washed
with an isotonic solution following which the

cell membrane is ruptured with a hypotonic

solution which also distends the chromosomes.

This procedure is necessary in order to remove

the cell membrane and the cytoplasm, but

must be carefully controlled so that the chrom-

osomes are not overly distended and dispersed.

Next, the cells are fixed with methanol and
acetic acid, and slides are then prepared by
dropping the cell suspension on a chilled slide.

The slides are heat fixed, stained with Giem-

sa’s stain, and mounted in a permanent mount-

ing.

Once prepared, the slides are scanned, the

chromosomes counted, and several spreads

photographed. Then prints are made and the

chromosomes are cut out, paired, and aligned

according to previously arranged criteria. The
chromosomes, forty-six in number, are group-

ed both by size and by location of the centro-

mere (that area where the two arms of the

chromosomes meet each other). There are

twenty-two pairs of chromosomes in addition

to the X and Y chromosomes which determine

sex. These twenty-two pairs are divided into

groups from A to G, with group A containing

the longest chromosomes and group G the

shortest. A female has two X chromosomes, a

male an X and a Y chromosome. (Figure 1)

It must be pointed out in discussing chromo-

some studies that they have no place in the

evaluation of mendelian inheritance. Each
chromosome is made up of numerous genes, at

least two hundred and perhaps one thousand,

and since mendelian inheritance involves a

single gene, it is impossible to see any varia-

tion in the chromosomes in mendelian condi-

tions. As can be seen from a review of the

technique, the work necessary to perform

chromosome studies on a single patient is time

consuming, and since no information can be

gained from doing chromosome studies in men-
delian conditions, chromosome studies are not
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indicated in mendelian conditions.

Indications for Performing Chromosome Studies

There are certain clinical indications for

performing chromosome studies. One indica-

tion is to confirm the diagnosis of a known syn-

drome, which may consist of the loss of a por-

tion of a chromosome (known as deletion), or

may consist of the duplication of an entire

chromosome (known as trisomy). There are

various syndromes of deletion, one of which is

the Cri-du-Chat syndrome. In this syndrome,

there is deletion of the short arm of one of the

B chromosomes, and the children have a cat-

like cry to their voices. Trisomy syndromes,

which consist of three chromosomes in a group

instead of two, have also been described. The
D trisomy consists of cleft lip and palate, con-

genital heart disease, dysplasia of the retina,

hydronephrosis, microcephaly, and polydacty-

ly. Most of these children are stillborn or die

soon after birth. Duplication of a chromo-

some in the A, B, and C group is probably

incompatible with life, but these trisomies have

been described in stillbirths and abortions.

In E trisomy, children have low-set ears, her-

nias, rocker bottom feet, micrognathia, and

fail to thrive. Again, many of these children

fail to survive the first year or two of life.

A second indication for performing chromo-

some studies is to determine the type of mon-
golism. This condition is caused by an extra

G chromosome. The extra G may be a simple

trisomy; or it may be attached to a chromo-

some in the D group and therefore known as

a translocation.

Clinically, one cannot determine the differ-

ence between a child who has mongolism on

the basis of nondisjunction (which causes tri-

somy) or of translocation. However, the ge-

netic implications in the two conditions are

different. In order to understand the impor-

tance of this difference, it is necessary to re-

view normal reduction division. For simplici-

ty, if one considers only the D and G chromo-

somes in normal division, the D’s separate

from each other and the G’s separate from
each other, leaving an ovum with one D and
one G. When this ovum is fertilized with a

sperm with one D and one G, it produces a

normal individual. (Figure 2A) In nondis-

junction, which occurs with increasing fre-

quency in older mothers, one pair of G chromo-
somes does not separate. Therefore, one ovum
is formed with a D and two G’s; the other

ovum from this reduction has a D only and
therefore does not survive. If the surviving

ovum is fertilized, the resultant individual has

two D’s and three G’s and, therefore, has a

G trisomy with forty-seven chromosomes.

(Figure 2B)

However, in translocation,, the mother has

forty-five chromosomes with a G chromosome
attached to the D chromosome. She therefore

has the amount of genetic material normally

contained in forty-six chromosomes, but has

only forty-five chromosomes. There are

four possibilities with reduction division.

The first possibility is that the D sepa-

rates from the translocated D-G and the

G separates from the translocated D-G as well,

giving a normal individual when fertilization

has occurred. The D-G translocation which

occurs in the other ovum, if fertilized, gives an

individual with forty-five chromosomes (a car-

rier for mongolism)
,
but with the genetic ma-

terial contained in forty-six. The other possi-

bility is that during division, the D separates

from the translocated D-G and no G goes to

the ovum; this egg has no G component and
therefore dies. The other result of this divi-

sion would be the translocated D-G plus a G;

when this ovum is fertilized with another D
and a G, the result is a mongoloid child with

forty-six chromosomes but with a genetic ma-

terial found in forty-seven. (Figure 2C) The
mother’s chance of having a child with mongo-

lism is one in three with each pregnancy.

Therefore, it is extremely important to de-

termine the type of mongolism so that the

family may be counseled regarding future preg-

nancies.

For completeness’ sake, it must be mentioned

that chromosome studies are indicated clinic-

ally in an infertility work-up to detect Turn-

er’s syndrome (one X chromosome only) or

Klinefelter’s syndrome (two X and one Y
chromosome). In evaluating leukemia, a Phil-

adelphia chromosome, a small twenty-two

chromosome, may be noted.

Chromosome studies are indicated in the
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study of children who have multiple congenital

anomalies in different organ systems, which

may be associated with mental retardation,

and who may have an unusual facial appear-

ance. One child studied at the Alfred I. du
Pont Institute with this constellation of ab-

normalities, has been found to have a deletion

of the eighteen chromosome, ie, a 46 XX 18 P

minus. It is important to evaluate children

with multiple abnormalties and catalog them
so that more information can be obtianed.

When this information has been computerized,

it will be possible in the future to map gene

locations and to formulate a better under-

standing of gene location.

Prevention of the Condition or Disability

Early detection leads to the third trend,

prevention of the condition, or at least preven-

tion of the disability often seen in certain

conditions. The importance of early detec-

tion, so that prevention of disability can be

accomplished, is particularly well illustrated

by congenital dislocation of the hip. Since

this condition can be detected at birth, and
since we know that it tends to run in families,

all neonates who have older brothers and sis-

ters with congenital dislocation of the hip

should be evaluated carefully at birth, to be

sure that they do not have a hip that is dis-

located or dislocatable. If the condition is

detected within a few days of birth, the hip

may be gently put in the socket and may be

held in place with a simple harness. If the

condition goes undetected, for only as much
as six weeks, then the hip has been allowed to

stay out of the socket for a relatively long

period of time as far as the child is concerned,

and secondary deformity can already have de-

veloped. At this stage, traction, followed by
closed reduction or even surgery, is necessary.

If the condition is detected early, prevention

can be accomplished.

Idiopathic scoliosis, mentioned earlier, also

illustrates the possibility of prevention by
early detection. Since it has been shown at

the Alfred I. du Pont Institute that idiopathic

scoliosis is inherited as a simple sex-linked

dominant condition, we reviewed the siblings

of patients with scoliosis. The average age of

detection in the sibling was eleven years as

compared with thirteen years in the affected

child, and the average curve was only 13° as

compared with 44° in the affected child. In

addition, treatment of the siblings was accom-

plished in a much simpler manner than that

of the original patients. While the majority of

patients required spinal fusion, casting, or

bracing, only one-quarter of the siblings re-
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TABLE I

NOMENCLATURE OF MUCOPOLYSACCHARIDOSES

New Name Old Name Deficient Enzyme

MPS IH

MPS IS

MPS II

MPS III A
MPS III B

MPS IV

MPS V

MPS VI

Hurler

Scheie

Hunter

Sanfilippo A
Sanfilippo B

Morquio

Unnamed

Maroteaux-Lamy

alpha-L-iduronidase

alpha- L-iduronidase

unknown

heparan sulfate sulfatase

N acetyl-a-D-glucosaminidase

unknown

beta -glucuronidase

unknown

Adapted from V. A. McKusick, Fifth Conference on the Clinical Delineation of Birth Defects.

quired casts or braces, and none required spin-

al fusion.

In addition to detection in the individual,

detection in the family and family counseling

are important aspects of genetics. The most

important consideration prior to undertaking

genetic counseling is to have an accurate diag-

nosis. Obviously one cannot counsel if the

diagnosis is incorrect. One must also have

an understanding of genetics and a thorough

knowledge of the specific pattern of inherit-

ance in the condition being considered. Since

many conditions are inherited in more than

one fashion, it is also important to have a cor-

rect family pedigree. The pedigree is helpful

in confirming the inheritance pattern in those

conditions which are known to be inherited in

one specific way, and the pedigree is manda-
tory in counseling in those families who have a

condition which may be inherited in more than

one way. McKusick’s textbook, Mendelian

Inheritance in Man, is an excellent compen-

dium of mendelian conditions.6 Genetic coun-

seling then can be of a preventive nature to the

family to avoid pregnancy when the risks are

known. In addition to this, termination of

pregnancy may be considered when the facts

show the risk of recurrence of an inherited

condition.

Amniocentesis

A new development in this area, to aid in

the determination of the involvement of the

fetus, is amniocentesis. 7 There are three groups

of conditions in which amniocentesis may be

helpful. Firstly, all chromosomal defects can

be identified by cytogentic study of the fetal

cells obtained in the amniotic fluid. A diagnosis

of a trisomy or a deletion can be made from

these studies. Secondly, the sex of the fetus

can be determined by cytogenetic study of

the cells obtained. This information is of

value in situations where a male fetus has a

50% risk of having a sex-linked recessive con-

dition such as pseudohypertrophic muscular

dystrophy or hemophilia if the mother is a

carrier. Thirdly, the mucopolysaccharidoses

and other inborn errors of metabolism may be

detected by enzyme studies on amniotic fluid.

Information obtained from the amniotic fluid,

ascertaining whether the fetus is involved, can

then be used to decide if therapeutic abortion

i- indicated.

Treatment

The final trend is in the area of treatment.

The most exciting new development in this

area is the treatment of Hurler’s syndrome
being carried out at several centers. Children

with this condition are being treated with ser-

um from other individuals, and early results

show improvement in the children’s condition,

especially in decrease in liver size. While very

little work has been done in this area, it ap-

pears that there is some benefit from this pro-

gram and that treatment may possibly be ef-

fective if started at an early age. It is also

fascinating that the mucopolysaccharidoses

have been evaluated in sufficient detail to de-
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termine the actual enzyme defect in a number
of these conditions. McKusick8 has recently

proposed a new classification of mucopolysac-
charidoses delineating them, not by clinical ap-

pearance, but rather by the enzyme defect.

(Table 1)

In conclusion, the recent trends and some
of the developments in genetic diseases have
been outlined above. Since this work is in its

infancy, a great deal more needs to be done to

continue to delineate the genetic nature of

many diseases, and to attempt to prevent and
treat them once this delineation is made. When
one reviews this subject, one is reminded of the

statement that Professor J. H. Edwards, of

the Department of Human Genetics in Birm-

ingham, England, made in summing up the

First Conference on the Clinical Delineation of

Birth Defects.9 He recalled the words of the

British Representative to the United Nations,

Lord Ceradon, who, when writing about the

problems of Cypress where he was governor,

stated, “Anyone who understands the situa-

tion has been misinformed.”
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DEATH: ONLY AN EVENT IN TIME

The Avilik Eskimos, for example, do not regard death as a hard, unbearable

fact. It is like sleep; after a little time, the body reawakens. When the body

ceases to breath, they regard this as but an event in a never-ending cycle.

Death, like birth, is only an event in time, and life is above time. They main-

tain, therefore that they can run all risks, squander their possessions as well

as their lives because they are immortal; for life extends beyond death, beyond

the corruption of the body. Indeed, the most difficult thing for the Avilik to

believe in is death, an episode on the road of the immortal life of man. One

mustn’t make too much of life on earth. An Avilik death chant begins, “Say,

tell me now, was life so nice on earth?” the answer being, of course, that it

wasn’t, and that life hereafter is likely to be much nicer. There is hope this

side of despair.

It is often erroneously assumed that because nonliterates respond to the

presence of death with great stoicism they are wanting in feeling. This is far

from the case. In the first place, the expression of emotion in the presence of

death takes different forms in different cultures. In some, as among the Aus-

tralian aborigines, it is permitted in the form of wailing and mourning cere-

monies, but in others, as among many American Indian peoples, the expression

of emotion in such ways is strongly discouraged.

Ashley Montagu
Man : His First Two Million Years

Columbia University Press, 1969
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JAMES TILTON, M.D.

DELAWARE’S GREATEST PHYSICIAN (1745-1822)

Alfred R. Shands, Jr., M.D.

Having been very much concerned with the

heritage of our past in medicine, particularly

in my special field of orthopaedic surgery, and

also in the life of Delaware’s greatest physi-

cian, James Tilton (1745-1822), I should like

to discuss some of the aspects of Tilton’s life,

particularly those concerned with his activi-

ties in medicine. The greatest authority on

Tilton today is Doctor John A. Munroe,
Professor of History at the University of

Delaware. Much of what I will discuss

Portrait of James Tilton by Bass Otis painted about 1815.

Adapted from an address to the Annual Meeting of the Society
of Colonial Wars in the State of Delaware, May 3, 1973.

Dr. Shands is Medical Director Emeritus of the Alfred I.

duPont Institute, Wilmington, Delaware.

has come from John Munroe’s publica-

tions, and from an unpublished biography by

Francis Theodore Tilton, a collateral descend-

ant. (Shall I further say that my speech

cannot be what Judge Leonard W. Brocking-

ton from Toronto many years ago described

as the shortest speech on record, made by a

County Court Judge outside of London? The
accused was a very voluble debtor who said

to the judge, “Your Honor, as God is my
judge, I do not owe this money.” The reply

from the judge was, “He isn’t, I am and you

do. Case closed.” Judge Brockington told

this story in his introductory remarks before

a dinner of the American Orthopaedic Asso-
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James Tilton, M.D., Delaware’s Greater Physician—Shands

ciation. Before this he had stated, “I thank
you very much for the honor of the invitation,

for the courtesy of your presence and what I

am afraid will have to be the patience of your
listening.” Patience was definitely needed on
the part of the listeners; his talk lasted for 63

minutes.)

James Tilton, M.D., Delaware’s greatest

physician of all times, was said to have been

a “dramatic character with a unique honest-

to-God personality,” and “unlike other men in

person, countenance, manner, and speech, ges-

ture and habits,” 1 in other words, an original,

and one who the historian Henry Seidel Can-

by has said, “awaits his place in an historical

novel.”

James Tilton was born on a farm near Duck
Creek Hundred in Kent County on June 1st,

1745. 1 * 2 His father died when James was three

years of age. He was raised in the Presby-

terian faith by a wonderful mother, although

the Tilton ancestors were Quakers, having

come from England to Massachusetts in 1630.

His first education was at West Nottingham
Academy, under the eminent Reverend Sam-
uel Finley, who later became President of

Princeton. Three famous Philadelphia phy-

sicians of that period, Doctors William Ship-

pen, John Morgan and Benjamin Rush had
also attended this school. After leaving West
Nottingham, Tilton became interested in

medicine and started his medical education

as an apprentice to Doctor Charles Ridgely

in Dover. He then went to our first medical

school in Philadelphia, which was a part of

the College of Philadelphia. He graduated

in the first class of 1768 with a Bachelor of

Physics degree and returned later in 1771 to

receive the degree of Doctor of Medicine. Fol-

lowing this, he practiced in Dover until the

Revolutionary War began. He entered the

War in August, 1776, first as the surgeon to

the Delaware Regiment under Captain John

Haslet, who was killed at the Battle of Prince-

ton in 1777, and served in the Battles of Long
Island and White Plains. 3 He was ordered back

to Delaware with his regiment after the re-

treat. In December, 1776 he and Doctor

Nicholas Way, another famous Delaware phy-

sician, served in an army hospital here in Wil-

mington which was in the Wilmington Acad-
emy then on Market Street between 8th and
9th Streets.

Doctor Tilton became deeply concerned
with the unhygienic conditions in all of the

Army hospitals he visited.4 More people were
dying in hospitals than were killed in battle

or dying of wounds. Soldiers would be ad-

mitted with minor conditions, contract a

fever, and die. The filthy conditions of the

hospitals led to the spread of disease, particu-

larly what was called “hospital fever” (typhus

or dysentery). It was written that “it was
shocking to relate the history of our general

hospitals in the year 1777-1778, when they

swallowed up at least one-half of our Army.” 5

Tilton commanded hospitals at Trenton,

Princeton and Morristown, New Jersey, New
Windsor, New York and later in the war at

Williamsburg, Virginia. 1 ’ 3 He was at Williams-

burg in 1781 when Cornwallis surrendered at

Yorktown. It was in the Princeton Hospital

in 1777 he contracted typhus and nearly

died. 1 In 1779 and 1780 when he was in

command of the hospital at Morristown, he

developed the so-called “Indian Hut,” which

was later named the “Tilton Hut” and had
much to do with preventing the spread of

disease. (Figure 2) These huts were small

units replacing the large open ward. For

what he did for the American Army in isolat-

ing patients in these huts, he should be forever

thanked. The very high mortality rate drop-

ped immediately. If this had not been done,

thousands of soldiers would have unnecessar-

ily died. For example, at the Bethlehem,

Pennsylvania Army Hospital at this time 40

from one Virginia regiment were admitted,

and only three left the hospital alive. 5 Some
of the hospital records showed that eight

times more soldiers died of fever in the hos-

pitals than by wounds of battle.

What is the Tilton Hut? 5 It is a small log

building of three sections separated from each

other, without windows and with packed earth

floors. Each section had a door to the

outside. There were 12 patients in the

middle section and eight in each end section.

No wood was used in the floors as Tilton

believed this harbored infection and earth
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FIGURE 2

A unit of Tilton's Hospital at Morristown, N.J.

(1780), which was spoken of as a ‘‘Tilton Hut”

with the floor plan showing the arrangement of

the 12 cots in the center section and eight in each

end section with (A) representing the fireplaces.

Redrawn from original Tilton publication and pub-

lished in ‘‘Medical Men in The American Revolu-

tion ( 1775-1783) ,” Louis C. Duncan. Army Medi-

cal Service Bulletin No. 25, 1931.

helped to neutralize infection. Each section

had a fireplace and a four-inch hole in the

roof. The patients were placed on cots with

their heads to the walls and feet towards the

fire. Smoke from the fire would circulate in

the hut above the patients’ heads and go out

the hole in the roof, thus providing, it was

thought, a partial disinfectant of the air.

Whatever the scientific reasons were— and

they were certainly not clearly understood at

that time— there was practically no spread-

ing of contagious diseases in these huts. How-
ever, the wounded were always put in the two

smaller end sections and the others in the

middle section, thus keeping the so-called

clean cases with wounds away from the poten-

tially dangerous cases. It was at this time

that Doctor Tilton’s Code of Regulations for

the Army Medical Department was written.

This code became law by a Congressional Act

of 1780, and the Medical Department of the

Army was completely reorganized. In The
Evolution of Preventive Medicine in the

United States Army by Doctor Stanhope

Bayne-Jones published in 1968, Doctor Til-

ton is given a most prominent place and is

spoken of as a real pioneer in army sanitation

and prevention of disease.4 It is written that

he was an excellent sanitarian of great execu-

tive ability and one of Washingtonian pro-

portions.

In 1781 Tilton wrote the first section of his

famous book, Economical Observations on
Military Hospitals and the Prevention and
Cure of Diseases Incident to an Amy. 5 (Fig-

ure 3) The second and third sections were not

written until 1813 but were based on his ex-

economical observations

OH

MILITARY HOSPITALS;

AND

THE PREVENTION AND CURE OF DISEASES

INCIDENT TO AN ARMY,

I.Y THREE PARTS ;

ADDRESSED

I, TO MINISTERS OF STATE AND LEGISLATURES.

II, TO COMMANDING OFFICERS,

III, TO THE MEDICAL STAFF,

Bt JAMES TILTON, M. D.

FftrsiClAX AND SURGEON JN THE REVOLUTIONADT ARilT

or THE UNITED states.

On mules and dogs the infection first began.
And last the baneful arrows fixed in man.

ILIAD, DO0K,j-

w httpmmrrmif

WILMINGTON, (DEL.) PRINTED »V J. WILSON.

1813 -

FIGURE 3

Frontispiece of Doctor Tilton’s famous book ‘‘Eco-

nomical Observations on Military Hospitals and

the Prevention and Cure of Diseases Incident to

an Army.”
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periences in the Revolutionary War. On ac-

count of these writings and his excellent war
record, Tilton was asked by President James
Madison to be the first Physician and Sur-

geon General of the United States Army in

the War of 1812. 3 He was then 68 years old

and hesitated to accept the position. During

his two years’ service from 1813 to 1815, he

reorganized the Army Medical Department

and had adopted an improved Code of Regula-

tions. He has rightfully been called the father

of the Army Medical Department. 3 Doctor

Samuel David Gross, of Philadelphia, the

greatest surgeon of the 19th century, wrote

that “Tilton’s long, earnest and thoughtful

services in the Army were instrumental in

saving many lives.”6 I believe that in the

historical evaluation of preventive medicine,

Tilton should be placed in the class with

Walter Reed of yellow fever fame and that

it has not yet been fully appreciated what

Tilton did for our nation’s Army in the dark-

est days of the Revolution when almost one-

half of those who went in the Army hospitals

never came out alive.

James Tilton served as one of Delaware’s

representatives in the Continental Congress

of 1783-1785 and became a great friend of

Thomas Jefferson and James Madison. 3

George Washington, whom he had known
quite well during his Army service, spoke of

him “as a gentleman of great merit.” 1 Dur-

ing his time in this Congress when it was

meeting at Princeton in Nassau Hall, a dis-

cussion came up concerning a location for the

permanent capital of the United States. Wil-

mington was being seriously considered. It

was Tilton’s idea that the capitol building

should be placed on the highest point in Wil- -

mington on Broom Street where the Univer-

sity Club now is. It has been said that

George Washington looked very favorably

upon Wilmington; in fact, some say it was

his choice for the national capital. Wilming-

ton lost by one vote in the selection of the

site.

After the Revolutionary War Tilton re-

turned to his home in Dover and practiced

medicine there for ten years. He then moved

to Wilmington, saying that the move was

FIGURE 4

Home of James Tilton built in 1802 at what is

now on the southwest corner of 9th and Broom
Streets, Wilmington. This is now the oldest part

of the present University Club. At the time is

was built it was the highest point in the vicinity

of Wilmington, and the site was called by Doctor

Tilton his “Little Mountain.” It was also called

“Bellevue” and “Hilton.”

made because of the unhealthly conditions

of Kent County, which were conducive to ma-
laria. He spoke of moving from the “flat

lands of Kent to the hills of New Castle.” 1

In 1802 he built a stone house on the 60-acre

farm he had bought on the hill, which he

called “little mountain.” (Figure 4) This

was the same location which had been con-

sidered in 1783 for the national capitol build-

ing. Here he lived until he died in 1822.

When he returned home in 1815 at the end

of the War of 1812, he had a swelling in his

neck due to anthrax, he had gout, which had

been inactive for 14 years, and he had de-

veloped a progressive swelling of one knee. 7

The knee became so swollen and painful that

the leg had to be amputated above the knee

to save his life. The operation was performed

at his home, and during, the amputation he

directed the surgeon doing the operation. 8

After the loss of his leg, as he could not ride

a horse and it was difficult for him to get

around, he secured a light sulky buggy, simi-

lar to an Oriental jinrikisha, and had- a negro

servant pull him around his farm and down

into Wilmington. 1
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Probably because of his friendship with

George Washington, Tilton was appointed by

Congress in 1785 to be the Federal Loan Com-
missioner for Delaware, which position he

held until 1801. 13 He was also at that time

elected State Treasurer because of the close

tie-in between the finances of the state and

national governments.

While he was Physician and Surgeon Gen-

eral, he was instrumental in starting a me-

teorology department, which kept accurate

records of the weather and coordinated this

information with the health of the Army. 1

This was the beginning of the United States

Weather Bureau, which is now a part of the

United States Department of Agriculture.

Professionally, Tilton was amongst the fore-

most doctors of his time. It was said by sev-

eral that he was one of the three greatest

physicians in the country, the other two be-

ing Benjamin Rush, of Philadelphia, a close

personal friend, and John Warren, of Boston.9

In 1781 he was offered the Chair of Materia

Medica on the Medical Faculty of the Uni-

versity of Pennsylvania School of Medicine,

which he refused.8 In the practice of medi-

cine he was a very close follower of the teach-

ings of Benjamin Rush; bleed and purge with

liberal use of mercurial ointments and calo-

mel he most frequently used as advocated by
Rush, particularly in acute diseases, and es-

pecially in yellow fever. 5 He always stressed

an adequate diet for all of his patients. He
was undoubtedly the leading medical man
and the most frequently used consultant in

Delaware in his time.

In 1789 the Medical Society of Delaware

was incorporated, and he became its first

President, which position he held until he

died in 1822. 10 He was a member of the

American Philosophical Society of Philadel-

phia, of which Benjamin Franklin was the

President at the time he was admitted to

membership. In 1799 Tilton organized the

Philosophical Society of Delaware, which wel-

comed women. He was said to be a pioneer

in the cause of Women’s Rights, and he

stated, “the more free a country, the more

important are women in society.” 1 Tilton

never married.

In 1883 he was one of the founder members
of The Society of Cincinnati, made up of com-
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FIGURE 5

Frontispiece and the first page

of “Timoleon’s Biographical

History of Dionysius, Tyrant of

Delaware” printed in 1788.
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missioned officers of the Revolutionary Army,
was elected President of the Delaware Chap-
ter in 1783, and continued as President until

1795. 3

In politics Tilton was very active, being

first a Whig and then a Jeffersonian Demo-
crat, and an anti-Federalist. 11 He served not

only one term in the first Continental Con-

gress (1783-85) but also several terms in the

Delaware State Legislature. He was said to

have been one of the greatest patriots that

Delaware ever had. He was bitterly opposed

to the Tories and others in Delaware who
were against the Revolutionary War. One
of his strongest opponents was George Read,

of New Castle. In 1788 Tilton wrote a series

of articles, violently prejudiced and partisan,

called “Timoleon’s Biography of Dionysius,

Tyrant of Delaware.” (Figure 5) Dionysius

was George Read. In these articles he wrote

of a great deal of chicanery, trickery, and

wrong-doing of the politicians of Read’s

Federalist party. Fortunately, for posterity,

John Munroe published this biography in

1958.

Another publication which John Munroe
is mainly responsible for is “James Tilton’s

Notes on the Agriculture of Delaware in

1788.” 12 This is an amazing document in

answer to questions concerning the agricul-

ture of Delaware, questions proposed by the

Academy of Sciences of Paris. It is an indi-

cation that Tilton was a very knowledgeable

agriculturist and horticulturist. It is written

that he had a passion for agriculture and the

growing of fruits and vegetables on his 60-

acre farm. Tilton was a firm believer in using

home products. He condemned the use of

tea and coffee because they were imported.

He would not allow cups and saucers in his

house. He extolled the virtues of milk, apple

brandy, rye whiskey, and homespun material

for clothing. He had a tremendous pride in

Delaware and was a great supporter of Wil-

mington, saying that he found it “for health,

beauty and accommodations superior to any

town I have seen.” 12 Georgetown, D.C. he

thought was a poor second. He was deeply

religious and was one of the leading Presby-

terians of his time.

FIGURE 6

The monument with inscription over Tilton’s grave

in the Wilmington-Brandywine Cemetery on Dela-

ware Avenue erected by the Medical Society of

Delaware in 1 857.

Tilton was six and a half feet tall and very

slender and had a dark complexion. He had
a very deep voice and a loud characteristic

laugh. He was a perfect gentleman, very

gracious and genial; he was absolutely honest.

In spite of his positive views and an unusual

frankness of speech, he does not appear to

have made active enemies. 3

Tilton died on May 14th, 1822. Nearly

the whole of Wilmington turned out for his

funeral. The members of the Medical So-

ciety of Delaware wore a black crepe band
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on one arm for 30 days as a tribute to his

memory. He was first buried in the cemetery

of the Second Presbyterian Church at 5th and

Walnut Streets. In 1857 his body was ex-

humed and moved to the Brandywine Ceme-
tery on Delaware Avenue by the Medical So-

ciety of Delaware. (Figure 7) A beautiful

marble shaft was erected over his grave which

was inscribed with the words, “A noble, up-

right, honest man.”

James Tilton was one of Delaware’s great-

est citizens and patriots, a most distinguished

son, and undoubtedly Delaware’s greatest

physician of all times.
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THE PROPOSED NEW FEDERAL RULES

ON MEDICAL FEES

On October 5, the Cost of Living Council

proposed new regulations governing increases

in medical fees under the Federal price con-

trols. These new rules would, if adopted as

anticipated, become effective January 1,

1974. This writing is intended to discuss the

proposed changes.

As a general matter, the new proposals are

enough to make most doctors and their ad-

visors throw their hands up in despair. New
formulas are proposed to “simplify” calcula-

tion of permitted fee increases, but they are

presented in algebraic fashion sufficient to

alarm us. Furthermore, the Council issued

a series of “Questions and Answers” to de-

Mr. Beck is President of Management Consulting for Profes-
sionals, Inc. of Bala Cynwyd, Pennsylvania.

Copyright December, 1973.

’Editor’s Note: The effective date of these guidelines will be
published in the Federal Register during the week of January-
21, 1974.

Leif C. Beck, LL.B.

scribe the newly proposed regulations, but

which instead seem absolutely contradictory

on several points. Still worse, each practice

is again required to post a sign stating that

a price schedule is on hand—at least the

fifth change in this requirement in 27 months.

Nevertheless, the rules have the force of

law and require adherence. Internal Reve-

nue Service agents are in fact checking medi-

cal and dental practices’ compliance. Hope-

fully, therefore, this early description of the

new rules will give readers an opportunity to

plan their actions as to possible fee changes.

1. Effective Date of New Rules

If adopted as proposed, these new require-

ments would be effective January 1, 1974.

Any fee increased on that date or thereafter

would (except as noted below) have to satisfy

them. Practices on other than a calendar
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year basis, however, continue subject to the

old rules until their fiscal year ends in 1974,

and presumably the new provisions would

not apply to them until their new fiscal year

begins. A professional corporation whose

fiscal year ends on June 30, for example,

would apparently not become subject to the

proposed regulations until July 1, 1974.

2.

Accumulation of Unused Increases

If a practice has not increased fees by the

allowable 2.5% per year in each of 1972 and

1973, it may carry the unused portion over

to 1974 or later. According to the Questions

and Answers, such a “make-up” increase

would be considered under the old rules.

Therefore, a practice which has not raised

its fees at all in 1972 or 1973 could never-

theless raise them on January 1, 1974 to the

extent they satisfy all three of the following

old requirements:

( 1 ) The increase will not increase the

practice’s gross income by more than

5% (2.5% for each of 1972 and 1973);

(2) The increase will not cause the prac-

tice’s profit margin to become greater

than its base period profit margin; and

(3) The increase will not be greater than

the increase in “allowable costs” (gen-

erally all practice expenses) since the

last fee increase or January 1, 1971.

Any such “make-up” fee increase in 1974

is, however, made subject to one additional

requirement. No individual fee for any serv-

ice may be increased by more than 10%; if

the fee was less than $10 before the change,

then it may be increased $1 even though that

would be more than a 10% change. Thus a

practice could not make its “make-up” in-

crease for a $300 surgical procedure to more
than $330 even if it meets all three of the

old rules; nor could it raise its $8 office visit

fee to more than $9.

The newly proposed fee increase rules will

also be cumulative. Therefore, the basic

new 4% limitation (discussed below) could

be passed up in 1974 so that a practice

could increase its fees subject to an 8% limi-

tation in 1975, and so on.

3. The Three New Limitations Summarized

Much as under the old regulations, medical

practices would have to satisfy all of three

separate limitations for a proposed fee in-

crease to be proper. Very briefly stated for

convenience, the three new limits are:

(1) No individual fee may be increased by
more than 10%, except that a fee of

$10 or less may be increased by $1;

(2) No fee may be increased so it would

result in an “aggregate weighted price

increase” of more than 4% per year

over that of the prior year; and

(3) No fee increase may increase a prac-

tice’s “revenue margin” (measured af-

ter the increase) over the revenue mar-

gin for the “base period.”

Each of these three new requirements is

described in greater detail below.

4. The First New Limit— The 10% or$l Rule

Whereas the old rules have permitted a

doctor to raise any individual fee as much as

he considers appropriate, subject only to the

effect on overall gross income and profits,

there will on January 1, 1974 become a limit

on how much any single fee can be changed.

The fee for a service or procedure cannot be

increased by more than 10%, except that it

may in any such event be increased by $1.

Thus, any fee of $10 or less (office visits, lab

charges, etc.) could be increased only $1,

while any higher fee could become only 10%
higher.

Practices should note that this limit ap-

plies even if the proposed increase is for sev-

eral years. For instance, a group which in

1974 defers increasing a fee it considers un-

usually “underpriced” could not wait until

1975 and increase it by 20% (or $2). The
effect may be to pressure doctors to consider

changing their low fees each year, rather than

wait another year and make one change to

the proper level.

The Cost of Living Council’s stated reason

for inserting this new 10% or $1 limit is to

enable patients themselves to better monitor

the legality of any fee changes. A patient,
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for example, who has been paying $8 for his

visits to the doctor could presumably in-

stantly recognize an illegal change if his visit

in 1974 was billed at $10.

5. The Second New Limit — The 4% Rule

Instead of the relatively simple 2.5% rule,

the proposed regulations provide that the

“aggregate weighted price” can not be in-

creased by more than 4% per year because

of a fee increase. This introduces brand new
concepts and requires complicated record-

keeping and mathematics. Perhaps to im-

press us with the rule’s simplicity, the pro-

posed regulations have reduced its calculation

to a formula:

%AWPI=E— X^ X 100
Jr i H)

Heaven help us!

The gist of this rule is to lessen the amount
a fee for a commonly provided service may
be increased. I believe, for example, that it

would be virtually impossible for a practice

to raise a $10 fee (such as for an office visit)

the otherwise permitted $1 if that type fee

produces 40% of the practice’s income.

In the formula reproduced above,
Px

apparently refers to the percentage a specific

fee is increased.*

Bx— refers to the percentage effect the fee

being increased had on total billings in the

previous complete calendar year.

Multiplying these two factors and then

multiplying the result by 100 would produce

the “aggregate weighted price increase,”

which cannot for all fee increases in a year

exceed in total 4% per year.

Perhaps two examples will help explain

what I perceive to be the workings of this

test:

*It appears to this author that the regulations

have reversed the formula incorrectly, for I be-

lieve it should be

P 2—Px

Px

(a) Dr. A (or Group A) wants to increase

his fee for office visits from $10 to $11
on January 1, 1974. For calendar year

1973 (that being his fiscal year), there

had been 5,000 office visits and total

billings were $110,000. All fee in-

creases under the old 2.5% per year

rules had been adopted. The increase

would not be permissible because the

formula would show:

$11 - $10 5,000 X $10
X X 100 = 4.5%

$10 $110,000

(b) Dr. B (or Group B) wants to increase

his fee for normal deliveries from $300
to $325 on the first day of his corpor-

ation’s next fiscal year, which will be

February 1, 1974. For the fiscal year

ending January 31, 1974, there were

200 such deliveries and the total prac-

tice billings were $132,000. All prior

allowable increases had been taken.

The increase would be permissible un-

der the following calculation:

$325 — $300 200 X $300
X X 100 = 3.8%

$300 $132,000

This proposed new rule has several im-

portant features. First, increasing a fee on

the first day of a new year would be almost

impossible unless the practice had immedi-

ate bookkeeping figures for the year just com-

pleted. And the practice would require ac-

curate records as to the number of times each

service is provided, which larger practices

would normally have through computer bil-

ling and bookkeeping but which smaller prac-

tices often lack. I urge clients, however, to

develop these bookkeeping capabilities at least

on a monthly basis, so the new rule tends

merely to strengthen my argument.

Second, and happily, this 4% rule can be

calculated with presumed accuracy since it is

based on the prior year’s records. The old

2.5% rule was based on projections of work

patterns in the year following the fee increase,

which involved real guesswork. Interestingly,

my prior articles suggested merely using

the prior year’s numbers as the most reliable
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indicator of future activity, which idea the

new 4% rule seems to have adopted.

Third, the proposed regulations base the

test on billings for services, rather than on

collections. This can be difficult for badly

managed practices which fail either to ade-

quately record charges or to accumulate them

into monthly and yearly totals. Once again,

the pressures are increasing for small prac-

tices to improve their record-keeping and

bookkeeping systems.

6. The Third New Limit— The Revenue

Margin Rule

This proposed rule is essentially the same

as the “profit margin limitation” under the

old regulations: the practice’s profit or rev-

enue margin cannot become higher as a re-

sult of the fee increase. The proposed defini-

tion of “revenue margin” appears to be es-

sentially unchanged from that of the old

“profit margin,” in either case it being a

practice’s net income after expenses divided

by its total receipts.

The new rule, however, is in my view ter-

ribly objectionable in one important respect.

It is not capable of calculation in advance of

the fee increase, thus leaving a practice un-

certain whether it will actually meet the test

(and hence whether the fee increase really is

proper) until at least a year has elapsed.

If a fee is increased during the first three

months of a year (calendar or fiscal), then

the practice’s revenue margin for that entire

year cannot be higher than for the “base

period” (which continues to be any two years

from 1968). If a fee is increased later in a

year, the revenue margin for both that year

and the following year cannot be higher than

for the average for the selected two base

period years, causing a delay of another year

before one can be sure the fee increase was
proper. There is no indication as to what
penalties might occur if a fee increase pro-

jected in good faith to satisfy this test there-

after actually fails it.

I have urged the Cost of Living Council to

drop this forward calculation feature in favor

of a limitation capable of calculation when

the fee change is being considered. A medi-

cal practice can not and should not pre-de-

termine its level of activity, yet growth of a

practice and/or its increased efficiency could

under the new rule defeat a fee increase

adopted over a year earlier. Perhaps worse,

a doctor who later sees that his practice’s ac-

tivity has increased to the point that his

fee change adopted in good faith is becom-

ing illegal will virtually be forced to “take

a vacation” or otherwise cut back on his pro-

duction.

In my view, the rule should either (1)

measure the revenue margin as of the most

recently completed year with the effect of the

fee increase added in, or else (2) estimate the

revenue margin for the twelve months fol-

lowing the date of the fee change. If the

rule is not changed, I will generally consider

both of these alternatives as a means of ad-

vising whether a client should go ahead with

a desired fee revision. And once the change

has gone into effect. I will urge periodic

follow-up calculations to see if actual activity

is keeping the change legal.

Whereas the regulations define “revenue

margin” in the usual accounting sense, tying

to gross receipts, the Questions and Answers

give a practitioner the option to calculate on

the basis of billings. Whichever is used must

presumably be applied consistently, and the

alternative use of billings (charges for serv-

ices as they are performed even if not yet

paid for) is appropriate only if consistent

with the practice’s accounting systems. In

most cases, therefore, I would assume that

only the usual idea of “net income”—moneys

collected less moneys spent—would apply and

that billings will not be a real alternative.

If a practice has incorporated during or

since the “base period,” the proposed regula-

tions expressly call for subtracting from in-

come “any salary or pension or other de-

ferred compensation” in excess of what is

allowed under a Keogh plan (usually $2,500

per year) for any doctors who are officers or

stockholders. I had recommended the same

procedure in making the old profit margin

test meaningful, although the proposed regu-
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lation seems generous in ignoring certain

other costs and benefits of professional cor-

porations.

7. Fee Schedules and Signs

Here we go again! The proposed rules re-

quire having available a schedule of the prac-

tice’s fees. And each practice must again

dredge up and post its sign, which shall be

“conspicuous and easily readable,” stating

that the fee schedule is available and where

it may be obtained. The amount of govern-

mental flip-flopping on this sign requirement,

at least the fifth change since August, 1971,

seems Orwellian even to a veteran govern-

ment-watcher. Nevertheless, medical prac-

tices will have to comply promptly with the

following expanded rules.

Most practices now have a fee schedule

available to meet the prior requirements.

That schedule will undoubtedly have to be

revised and amplified considerably. It will

have to show the fees in effect on October 1,

1973 for all those items which together com-

prise 90% of the total revenues. It will also

have to specify each fee increase occurring

after that date, when it occurred and the

“weight” of the service involved in calculating

whether the fee change met the previously

described 4% rule. As to this weight item

in the schedule, a mere percentage should be

sufficient, and in the two examples recited in

part 5 the weights would be

5,000 X $10 200 X $300
45% ( ) and 45% ( )

$110,000 $132,000

respectively.

Not only must the fee schedule be avail-

able for “public inspection,” presumably

meaning review by anyone who requests it,

but the proposed regulations would also re-

quire a practice to furnish a copy of it to any

person upon request. This additional re-

quirement will undoubtedly upset many doc-

tors.

8. Other Matters

There are also some more specific provis-

ions on pricing of new services or products,

on a physician’s moving his practice to a new
area, and on setting fees when several doc-

tors combine into a new group practice or

when a doctor joins an existing group. Further-

more, the proposed regulations set out specific

items the Cost of Living Council will consider

in reviewing requests for exceptions to the

rules—requests to increase fees beyond the

stated limits. Finally, the described rules do

not apply to hmo’s or to physicians who
earn 75% or more of their income from

services to hmo subscribers, for there are

entirely separate new rules for hmo’s. All

of these matters are not described herein in

the belief that I have confused, frustrated, or

angered my readers enough, although these

additional provisions will be important to

many practices.

The proposed new rules, which the Coun-

cil said “simplifies” the fee control system as

it applies to medical practices, will more likely

have the opposite effect. Thus, while apolo-

gizing for the frustrated nature of my article,

may I respectfully say, “Don’t blame me.”

% %

EXECUTIVE ENZYMES

Modern biology and the top-heavy bureauocracy which has attached itself to

this field have labored long to evolve a whole new class of “executive” enzymes,

conferase, confusase, deligase, equivocase, management survase, memorandum
Those discovered, and utilized, to date include: Appropriase, buck transferase,

proliferase, obfuscase, self deifase, subordinase, and unavoidable delase.

H. Thomas
Bulletin of the American
Medical Writers Association

Fall, 1973
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WHO’S UNHAPPY? WHO’S DISSATISFIED?

All physicians are familiar with patients

who admit to being unhappy or dissatisfied

with their jobs. Up until recently I assumed
that happy was the opposite of unhappy and
somewhat similar to satisfaction. Not so, says

a professor in the psychology department of

Case-Western Reserve University; lack of

happiness is not unhappiness, nor is absence

of dissatisfaction the same thing as happiness.

In his book entitled Work and the Nature of

Man, Dr. Frederick Herzberg expounds this

thesis under the fancy if somewhat artificial

sounding name, “The Motivation Hygiene

Theory.” 1 According to Dr. Herzberg, the

satisfaction or happiness factors of any job

include achievement, recognition, the nature

of the work itself, the degree of personal re-

sponsibility, and the potential for advance-

ment. These factors are unipolar; they are

involved in job happiness but their absence

or poor quality contributes little to job un-

happiness or dissatisfaction. A separate set

of dissatisfaction factors— company policies

and administration, the type of supervision,

interpersonal relations of the job, working con-

ditions and salary— these determine job dis-

satisfaction. And these factors add only to

job dissatisfaction (unhappiness) and do not

affect job satisfaction (happiness).

The common denominator for job happi-

ness is psychologic need; the common denomi-

nator for job unhappiness is unpleasant job

environment. “A ‘hygienic’ environment pre-

vents discontent with a job, but such an en-

vironment cannot lead the individual beyond

a minimal adjustment consisting of the ab-

sence of dissatisfaction. A positive ‘happiness’

seems to require some attainment of psycho-

logical growth,” says the professor, who be-

lieves the two most basic human needs are

expressing one’s capabilities and avoiding dis-

satisfaction.

Furthermore, says the professor, the need
of all individuals for happiness factors is uni-

versal, ongoing, and insatiable. The lieuten-

ant-colonel who wants to be colonel is no more
happy than the private who wants to be cor-

poral. This must be the explanation why
presidents of companies quit to become mis-

sionaries, why garbage collectors need to be

called sanitation engineers, why practical

nurses must never be called non-professional

nurses.

The suggestion that high dissatisfaction

factors seldom lead to actual quitting of a job

but absence of happiness factors does, seems

tenable in view of the number of men who
seem content to stick with responsible but ill-

paying jobs, jobs which are psychologically

satisfying even if low on salary. It may also

explain why the highest paid movie star may
be a disconsolate pill taker; he (or she) is less

happy than a low paid school teacher who is

more dissatisfied but also more happy with

his work.

Dr. Herzberg’s theory is interesting and

useful, and one which fits a lot of clinically

observed situations.

Perhaps we need to change our wedding

toasts: “May your life be high in happiness

and low in dissatisfaction.”

Perhaps this theory is something we need

to keep in mind when dealing with employees

either as their employer or as their physician.

B.Z.P.

REFERENCES

1. Work and the Nature of Man, Frederick Herzberg, Ph.D.,
World Publishing Co., 1966.

2. Who’s Professional? Del. Med. Jour. 40:260, 1968.
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House of Delegates Proceedings, 1973

PROCEEDINGS OF THE

HOUSE OF DELEGATES, 1973

MEDICAL SOCIETY OF DELAWARE

As a memorial to the members of the Society who
were lost through death during the past year, the

assembly arose for a moment of silence as the names

[ were read:

Verna Stevens-Young, M.D.
Karl Semlak, M.D.
Paul Dunn, M.D.
Allan J. Fleming, M.D.
Douglas T. Davidson, M.D.
Carmi R. Alden, M.D.
Dietrich Kroll, M.D.
Harold V. Raycroft, M.D.
E. H. Lenderman, M.D.

RESOLUTIONS

The following Resolutions were considered at the

Annual Meeting of the House of Delegates of the

Medical Society of Delaware.

Resolution No. 1

Whereas, Physicians are very much concerned

with and interested in making available emergency
services to the local and traveling public; and

Whereas, It is sometimes difficult to remember

I

long telephone numbers for the different emergency
services which might be needed; and

Whereas, There are many telephones that require

a coin deposit before the operator will answer; and

Whereas, There now is an effort to set up a nation-

wide telephone emergency number, 911; therefore be
it

Resolved, That the House of Delegates of the

Medical Society of Delaware endorse the establish-

ment of a statewide telephone emergency number.

New Castle County Delegation

Report of the Reference Committee

The Committee recommends that the resolution be
amended by adding the following

Resolved, That this information he sent to the

Governor’s Advisory Council on Emergency Health

Services, and that the amended resolution be adopt-

ed.

The resolution was adopted with the recommenda-
tion of the Reference Committee.

Resolution No. 2

Whereas, The House of Delegates of the Medical

Society of Delaware on October 20, 1972 adopted a

resolution endorsing the Delaware Adolescent

Program Inc. as a worthwhile program and strongly

recommended public support of this program; and

Whereas, The DAPI has demonstrated the ex-

pected contribution to the community; and

Whereas, The future operation of DAPI is threat-

ened by the termination of financial subsidy from

the Department of Health and Social Services;

therefore be it

Resolved, That the House of Delegates of the

Medical Society of Delaware urge the State Govern-

ment to find a permanent on-going source of funds

necessary to continue operation of DAPI.

New Castle County Delegation

Report of the Reference Committee

The Committee recommends that the resolution

be amended by deleting the final words, as long as

the need exists, and that the amended resolution be

adopted.

The resolution was adopted with the recommenda-

tion of the Reference Committee.

Resolution No. 3

Whereas, Gunshot injuries are the leading cause

of homicidal and suicidal death in Delaware, equal

in number to the sum of all other mechanisms of

homicide and suicide; and

Whereas, The majority of assaults with firearms

are perpetrated not by unknown assailants but by

persons known to the victim in the heat of transi-

ent passion or emotional imbalance and often under

the influence of alcohol; and

Whereas, The financial cost of providing acute

medical care and the frequently required indefinite

follow up care of victims is considerable; and

Whereas, In many incidents highly sophisticated

medical therapy which is required for successful

treatment of gunshot victims seriously diverts medi-

cal capability sorely needed to combat other human
ills; and

Whereas, Such tragedies inflict untold emotional,

economic and social suffering not only upon the vic-

tim and their families but on the perpetrators and

their families as well; and therefore be it

Resolved, that the Medical Society of Delaware

declares that the ready availability of firearms with-

out government restraint constitutes a public health

hazard of the first magnitude; and be it further
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Resolved, that the Medical Society of Delaware

urge legislators to enact legislation which would con-

trol the purchase, possession and transfer of firearms,

and at the same time preserve the prerogative of

adequately trained sportsmen of good character to

enjoy their recreational use of firearms.

New Castle County Delegation

Report of the Reference Committee

The Committee recommends the adoption of the

resolution. The resolution was adopted by the

House.

Resolution No. 4

Whereas, Physician’s fees are limited by govern-

ment control, and
Whereas, Demands on physicians’ time have in-

creased in proportion to growing governmental in-

fringement on the practice of medicine; therefore

be it

Resolved, That physicians shall be remunerated

for administrative services on a fee-for-service basis.

Pierre L. LeRoy, M.D.

Report of the Reference Committee

This resolution was not submitted prior to the

Reference Committee meeting.

The House of Delegates voted to refer the resolu-

tion to the Board of Trustees.

Resolution No. 5

Whereas, The Board of Trustees of the Medical

Society of Delaware endorsed the Delaware Founda-
tion for Medical Care as the PSRO Agency for Del-

aware; and

Whereas, The PSRO will not be the only scope

of activities of the Delaware Foundation for Medi-
cal Care; and

Whereas, Certain other future activities of the

Delaware Foundation for Medical Care might cre-

ate a conflict of interests; and

Whereas, The law requires as a prerequisite of a

PSRO Agency a membership of not less than 300

physicians, and

Whereas, The reluctance of a number of physi-

cians to join the Delaware Foundation for Medical
Care because of other non PSRO activities, might
prevent at the last moment the qualification of the

Foundation as a PSRO Agency; therefore be it

Resolved, The House of Delegates of the Medical
Society of Delaware withdraw the endorsement of

the Delaware Foundation for Medical Care as the

PSRO Agency for Delaware; and be it further

Resolved, That the House of Delegates of the

Medical Society of Delaware instruct the Board of

Trustees to without delay take all the steps neces-

sary to organize a corporation whose sole activity

shall be PSRO and endorse such an organization as

the choice of the Medical Society of Delaware to

conduct PSRO in the State of Delaware.

John Benge, M.D.
Edwin McKanik, M.D.
Ignatius Tikellis, M.D.

Report of the Reference Committee

This resolution was not submitted prior to the

Reference Committee meeting.

The resolution was not adopted by the House.

Resolution No. 6

Whereas, All fabrics of natural or regenerated

cellulose, as well as certain types of finished and un-

finished fabrics made from other natural or synthet-

ic fibers, are combustible; and
Whereas, Some combustible fabrics, when used for

clothing, are potentially dangerous to the wearer

because of the speed and intensity of flame with

which these fabrics burn and their ease of ignition,

and because of the design of the garment; and
Whereas, The Standard for the Flammability of

Children’s Sleepwear (Department of Commerce Pre-

vention Flammability Fabrics 3-71) became fully en-

forced on July 29, 1973 ordering the manufacture

of all sleepwear to conform to the flame retardant

standards: These standards only applied to sleep-

wear sized 0 through 6X normally worn by young

children 5 years and under; and
Whereas, Review and analysis of the accident data

available at the National Bureau of Standards show

that 44% of all sleepwear cases involve children ages

0 through 12 and of these 45% of the victims are be-

tween ages 6 through 12. That further review de-

termines that children’s sleepwear in the size range

7 through 14 normally worn by children ages 6

through 12 present a special hazard nearly 2 times

over and above that presented by those same items

of wearing apparel for the population as a whole;

and
Whereas, There is proposed Federal legislation for

the flammability standard of children’s sleepwear

(Department of Commerce Prevention Flammability

Fabrics 5-73) which includes:

1. Definitions

2. Scope and application

3. General requirements

4. Sampling and acceptance procedures

5. Test procedures

6. Labeling requirements

and therefore be it

Resolved, That the Medical Society of Delaware

strongly endorses the proposed legislation Depart-

ment of Commerce Prevention Flammability Fabrics

5-73 outlining the Standards for the Flammability of

Children’s Sleepwear and urges the rapid passage

of this or similar legislation; and be it further

Resolved, That if the proposed Federal legislation

Department of Commerce Prevention Flammability

Fabrics 5-73 is not adopted by January 1, 1975 the
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State of Delaware be urged to pass appropriate legis- The resolution was adopted by the House,
lation to accomplish the some end.

New Castle County Delegation

Report of the Reference Committee The complete report of the Proceedings of the

This resolution was not submitted prior to the House of Delegates is on file in the Medical Society

Reference Committee meeting. office and is available to members for reference.

^Book d^evlewd
THE CASE FOR AMERICAN MEDICINE by Harry

Schwartz, David McKay Co., New York, 1972. 240

pp. Price $6.95.

MEDICINE IN A CHANGING SOCIETY by Lawrence

Corey, M.D., Steven E. Saltman, M.D., and Michael

F. Epstein, M.D., The C. V. Mosby Co., St. Louis,

1972. 288 pp. Price $4.95 paperback

Mr. Schwartz is a member of the Editorial

Board of The New York Times', for some that

would seem as a badge of authority, to others

a flaming red A. Mr. Schwartz’s book, for

whatever other good it may do, will certainly

make the average weary physician’s heart sing

with joy. He has managed to accumulate

many of those stories and figures and quota-

tions which are used to denegate the medical

profession and to rebut these arguments, of-

ten by using the critic’s own papers and
analyses.

This is a book which any physician who
wishes to see how a case can be made for

American medicine should read.

Dr. Corey’s book is a collection of lectures

given to students at the University of Michi-

gan School of Medicine. This was, I believe,

during the academic year of 1969, and was
done at the specific request of the students

for material which would be more relevant to

the broad field of “Public Health and Com-
munity Health Problems.” The contributors

were mainly drawn from outside the Univer-
sity and consisted of persons such as Drs.

Bertram Brown and Loran Korin of the
NIMH of The Department of Health, Educa-
tion and Welfare, Dr. Wilbur J. Cohen, Dean
of the School of Education at Michigan, Dr.

H. J. Geiger of the State University of New
York, Senator Edward J. Kennedy, and the

late Walter P. Reuther. The book is a col-

lection of their writings and articles. If one
is looking for a source book for medical care

data, this would be a good place to start. Most
of these articles, however, have appeared else-

where in one form or another and probably
have been read by many in another context.

Thomas S. Vates, Jr., M.D.

% %

GENETIC DISORDERS OF THE ENDOCRINE GLANDS
by David L. Rimoin, M.D. and Neil Schimke, M.D.,

The C. V. Mosby Co., St. Louis, 1971. 383 pp.

Price $32.50.

This is a remarkable book. Whenever I

spend a few hours with a book of this type,

I wonder at the secret of the physicians who
are its authors. Certainly, their days must
have as few hours as yours and mine and as

many demands upon their time. How then,

regardless of the secretarial and library help

which they must have, do they find the time

to assemble a book of nearly four hundred
pages, the nine chapters of which are anno-

tated with 2153 separate references?

Their book is in fact an encyclopedia of

every genetic disorder of the endocrine glands

which has so far been described. In their pre-

face, they say it “represents an attempt to

catalogue the clinical, genetic, and metabolic

features of the known genetic disorders of the

endocrine glands.” Readers are invited to call

omissions to the attention of the authors—
a rare and admirable invitation— insuring
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that the next edition, if there is one, can only

be even more comprehensive.

The field of genetic abnormalities is en-

cumbered with a huge number of eponyms;

the name of the first reporter, the second, etc.,

etc. Consider, for example, the table which

lists genetic forms of hypogonadism. Asso-

ciated with skin lesions are the Cockayne,

Fanconi, Corlin, Cornelia de Lange (isn’t that

a mellifluous beauty?), and Goeminne syn-

dromes, as well as LEOPARD syndrome. The
latter is a mnemonic derived from the salient

components: Lentigines, Electrocardiographic

defects, Ocular hypertelorism, Pulmonary
stenosis, Abnormalitis of the genitalia, Re-

tardation of growth, and Deafness. Since the

multiple lentigines (freckles) create a spotted

appearance, the mnemonic is twice apt.

A useful and admirable addition to the li-

brary of genetic diseases, a reference volume

A A

Baynard Optical

Company

Prescription Opticians

We Specialize in Making
Spectacles and Lenses

According to Eye Physicians?

Prescriptions

CONCORD PLAZA MEDICAL CENTER

341] Silverside Rd. 1003 Delaware Ave.

Wilmington, Delaware

which will be of use to many charged with

labeling accurately a protoplasmic error.

Bernadine Z. Paulshock, M.D.

vs &

INTERPRETATION OF AUDIOMETRIC RESULTS by

Irving Hockberg, Bobbs-Merrill Co., New York,

1973. 45 pp. Price $1.25.

The little paperback of forty-some pages

does exactly what the title says it will do; we
wish longer, more expensive texts would fol-

low its example. The text is clear, the jargon

is minimal. Anyone who wishes to do so can

gain a useful understanding of audiograms

if he reads this little book (the author calls

it a paper). Dr. Hochberg (he is a Ph.D.) is

Associate Professor in the Department of

Speech and Theatre at Brooklyn College, New
York.

Bernadine Z. Paulshock, M.D.

A

JOHN G. MERKEL

& SONS, INC.

Physicians — Hospitals —
Laboratory — Invalid Supplies

PHONE 654-8818

807 N. Union Street

Wilmington, Delaware
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Speakers on
“Ask the Doctor”

Speakers for February, 1974 on the Tuesday radio program (11:05 a.m.,

WDEL) produced by the Medical Society of Delaware are: February 5,

Francis T. Lutz
,
D.D.S., Children’s Dental Health Week; February 12,

Lanny Edelsohn, M.D., Multiple Sclerosis; February 19, Allen H. Seeger,

M.D., Menopause; February 26, James K. Bouzoukis
,
M.D., Gall Bladder

Disease Surgery.

In the News William D. Shellenberger, M.D. has been named a member of the Com-
mission on Environmental and Public Health of the American Academy
of Family Physicians. His term will expire in 1976.

James Beebe, Jr., M.D. has been named a member of the Board of

Governors of the American College of Surgeons. He was elected at the

recent Clinical Congress of the American College of Surgeons held in

Chicago, Illinois.

Cancer Film The Delaware Division of the American Cancer Society has a new film

for the medical profession entitled “Emotional Reactions to Cancer in

Clinical Practice.” The running time of this 16mm sound and color

film is 26 minutes. It is available free on loan. Call 654-6267 for film

information and reservation.

EDF EDF, the Environmental Defense Fund, Inc. is a nationwide coalition of

scientists, lawyers, and citizens dedicated to the protection of environ-

mental quality through legal action and education of the public. EDF
sues environmental offenders and works to set precedents in environ-

mental law while solving specific environmental problems. EDF urgently

needs your tax deductible support. Your check may be sent to the En-
vironmental Defense Fund, 162 Old Town Road, East Setauket, New
York, 11733.

Expert Witnesses The Forensic Science Foundation is currently conducting a research pro-

ject with the objective of defining and evaluating the various services

performed by the forensic science profession in the criminal justice

process. If, since 1972, you have given reports or testimony in criminal

court or elsewhere in the criminal justice process as an expert witness

for either the prosecution or the defense, would you mail a card or note

to the Forensic Sciences Foundation giving your name, address and area

of expertise. The Foundation, in turn, will mail to you a short question-

naire designed to group your type and degree of involvement with other

individuals who have similar expertise. It is emphasized that the

Foundation’s project is federally sponsored and that it will not identify

any individuals. No form of solicitation will result from your participa-

tion. Write to the Forensic Sciences Foundation, 11400 Rockville Pike,

Rockville, Maryland, 20852.
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Hot Line The U S Environmental Protection Agency (EPA) extended its citi-

zen’s “Hot line” number to service residents of Delaware in reporting

illegal ocean dumping. Our hot line number, (215) 597-9898, is open 24

hours a day, seven days a week to any citizen who suspects such an act.

Thus far, EPA Region III has issued only two permits to dump off Dela-

ware’s coast— one to the City of Philadelphia and one to the E. I. Du-
Pont Company. Schedules of all legal ocean dumping are available by
writing to the Public Affairs Division, US Environmental Protection

Agency, 6th and Walnut Streets, Philadelphia, Pa.

CLINICAL NOTICES AND MEETINGS

Renal Disease The American College of Physicians will hold a postgraduate course entitled “Cur-

rent Concepts in Diagnosis and Management of Renal Disease,” March 11-15, 1974

at the New York Hospital-Cornell Medical Center, 525 East 68th Street, New York,

N.Y. This course is acceptable for 32 hours and 45 minutes credit in Category I

for the Physician’s Recognition Award of the AMA. For information write:

American College of Physicians, 4200 Pine Street, Philadelphia, Pa., 19104.

Heart Course The American Heart Association is sponsoring a course entitled “Physiologic

Principles of Heart Sounds and Murmurs 1974,” April 17-19, 1974 in the Marriott

Inn, Pittsburgh, Pa. For information and registration write to Mr. George E.

Stewart, Jr., American Heart Association, 44 East 23rd Street, New York, N.Y.,

10010.

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisements are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members.

AVALON VACATION HOME: Doctor’s contempor-

ary home for rent. Located on New Jersey shore,

5 bedrooms, all conveniences. A perfect location

for ocean and privacy. $750 for June, $1200 for

July, $1800 for half season. Inspection available.

Call (302 ) 478-5243.

FAMILY PRACTITIONER: Graduate of Queen’s

University Medical School, Kingston, Ontario,

Canada. Interested in group practice or indus-

trial-insurance medicine. Available immedi-
ately.

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerenson, R.N.
ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE
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VV hen you determine that the

depressive symptoms are associated

with or secondary to predominant

anxiety in the psychoneurotic

patient, consider Valium (diazepam)

in addition to reassurance and

counseling, for the psychotherapeutic

support it provides. As anxiety is

relieved, the depressive symptoms

referable to it are also often relieved

or reduced.

The beneficial effect of Valium is

usually pronounced and rapid.

Improvement generally becomes

evident within a few days, although

some patients may require a longer

period. Moreover, Valium (diazepam)

is generally well tolerated. Side

effects most commonly reported are

drowsiness, ataxia and fatigue. Caution

your patients against engaging in

hazardous occupations or driving.

Frequently, the patient’s symptoms

are greatly intensified at bedtime.

In such situations, Valium offers an

additional advantage: adding an h.s.

dose to the b.i.d. or t.i.d. schedule

can relieve the anxiety and thus

may encourage a more restful

night’s sleep.

symptom complex

toValium (diazepam)

Precautions: If combined with
other psychotropics or anticonvul-

sants, consider carefully pharma-
cology of agents employed ;

drugs
such as phenothiazines, narcotics,

barbiturates, MAO inhibitors and
other antidepressants may poten-
tiate its action. Usual precautions
indicated in patients severely de-

pressed, or with latent depression,
or with suicidal tendencies. Observe
usual precautions in impaired renal

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley. N.J. 07110

or hepatic function. Limit dosage to

smallest effective amount in elderly

and debilitated to preclude ataxia

or oversedation.

Side Effects: Drowsiness, con-

fusion, diplopia, hypotension,,

changes in libido, nausea, fatigue,

depression, dysarthria, jaundice,

skin rash, ataxia, constipation, head-

ache, incontinence, changes in sali-

vation, slurred speech, tremor,

vertigo, urinary retention, blurred

vision. Paradoxical reactions such

as acute hyperexcited states, anx-

iety, hallucinations, increased mus-

cle spasticity, insomnia, rage, sleep

disturbances, stimulation have been

reported", should these occur, dis-

continue drug. Isolated reports of

neutropenia, jaundice; periodic

blood counts and liver function tests

advisable during long-term therapy.

Valium’ 2-rng, 5-mg, io-mg tablets

(diazepam)
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WHO CARES?

The physician notes the 2.5 percent fee in-

crease allowed him in 1972, the 2.5 percent

allowed in 1973, and the 4 percent allowed in

1974. The doctor reads of the 10 percent in-

flation in 1973 alone, and he realizes he has

absorbed the difference. He hears some fore-

cast of 20 percent inflation in 1974. How is

he to fulfill his many obligations? The doc-

tor frowns.

The physician notes the 40 to 60 percent

increase in oil company profits in the last

quarter of 1973. He notes individual food

items increase 25 to 50 percent over a few

months’ time. He talks to other, non-health

professionals with less responsibility working

fewer hours a week and hears of their auto-

matic salary adjustments. The doctor

scratches his head.

The Sears man makes a house call, charg-

ing more than the doctor. To the questions

of his children, the M.D. states that he did

not go into medicine for money, that he loves

his work, and that the dollars per hour are

not all important. But the doctor feels anger.

What has been the response of other groups

to these problems? The newspapers describe

service stations’ strikes demanding higher

prices for gasoline. He reads where truck

drivers are blocking highways and demanding
that their grievances be acted upon. Con-

gressmen are asking for financial relief for

“the working man.”

The doctor does not see any public interest

or concern for his financial squeeze. The
newspapers do not complain of the discrimin-

ating treatment given the health profession.

No liberal organizations are defending the

physicians’ rights. The Cost of Living Coun-
cil is due to expire April 1, 1974. The poli-

ticians are stating that these controls must be

extended to combat inflation. The doctor de-

tects an increase in his adrenaline production.

The physician realizes that medicine is no

longer to be a competitive profession in the

market place. The doctor can no longer set

his fee. His skills will no longer be paid in

proportion to others, but decided by bureau-

cratic processes. Rational planning has been

abandoned and the medical profession with

little political clout and a small number has

been selected as the scapegoat.

Reluctantly, the doctor admits a sinking

feeling. He has been socialized. Controlled.

The proud independent professional has lost

his freedom.

What will the doctor do now?
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CLINICAL APPROACH TO

RENOVASCULAR HYPERTENSION

Renovascular hypertension may be overlooked

unless the clinician keeps in mind possible clues

to the presence of a renal artery stenosing lesion.

Once identified, appropriate tests will predict, with

reliability, the outcome of surgical correction of the

arterial lesion.

Occlusive disease of the renal arteries is the

most common cause of reversible hyperten-

sion. Since the diagnosis of renal artery ste-

nosis is established by renal angiography, the

frequency of this entity as a cause of reversible

hypertension was not fully appreciated until

techniques of selective renal angiography

were widely practiced. In 1956, Smith re-

viewed the medical literature concerning the

cure of hypertension by nephrectomy and
demonstrated that patients with renal artery

stenosis or aneurysms comprised only 14 of

149 reported cases. 1 Of interest was the fact

that 80 of the 149 patients were reported to

have pyelonephritis or atrophic kidneys. Since

the advent of angiographic procedures the re-

sults of more recent studies clearly point to a

higher incidence of renal arterial occlusion as

the pathologic process responsible for the

renal disease and subsequent hypertension. 2 3

At this time, there is no universally accept-

able diagnostic test for renovascular hyper-

Dr. Vidt is Head of the Clinical Section, Department of Hyper-
tension and Nephrology, Cleveland Clinic Foundation, Cleveland,
Ohio.

This paper was presented at the Tuesday morning Medical
Conference, Wilmington Medical Center.

Donald G. Vidt, M.D.

tension, and there are no clinical features,

except possibly the finding of an upper ab-

dominal bruit on physical examination. There

are no absolute criteria for suggesting the

need for renal angiography, and while it is

desirable to be selective in choosing patients

for hospital admission and study, the indica-

tions for such studies should not be absolute.

If criteria are too rigid, the diagnosis of renal

artery stenosis will often be missed in patients

with mild hypertension.

Clues to Possible Renovascular Hypertension

There are a number of clues to the possi-

bility of potentially curable hypertension, par-

ticularly renovascular hypertension. These

clues will encourage us to proceed with hos-

pital admission and selective renal angiog-

raphy. The sudden onset of hypertension,

particularly under the age of 30, or over the

age of 55, warrants investigation. All patients

with accelerated or malignant hypertension

or patients whose hypertension is not easily

controlled or has become refractory to previ-

ously effective therapy, warrant further in-

vestigation. An episode of acute flank pain
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or colic preceding the onset of hypertension

may be a helpful clue, although rarely ascer-

tained. The finding of a high-pitched bruit in

the epigastrium is a useful sign, particularly if

a diastolic component is present and if radia-

tion occurs to the upper quadrants or to either

flank, and especially in younger patients with

fibrous dysplasia of the renal arteries. Finally,

an abnormal, rapid sequence intravenous uro-

gram will encourage further investigation.

Contrariwise, a normal intravenous urogram

should not deter further investigation and

more definitive studies if the clinical suspicion

is strong that renovascular hypertension does,

indeed, exist.

The Urogram as a Screening Test

In our experience, the intravenous urogram

is the most useful screening study for select-

ing patients with possible or suspected renal

artery stenosis for further investigation, in-

cluding renal angiography. The procedure is

best performed by the rapid infusion of a

suitable contrast media following preparation

of the patient the night before with a laxative.

Sequence films at one, two, and three minutes

are taken, followed by films at five, ten, and

twenty minutes. A compression band must
not be applied to the lower abdomen during

the early sequence films and renal laminog-

raphy may be helpful in clearly delineating

the renal outlines. A disparity in renal length

in all, or part of a kidney, is suggestive of a

renal artery occlusive lesion. Since the left

kidney is usually 0.5 cm longer than the right

kidney, a discrepancy in renal size of 2 cm
on the left, or 1.5 cm on the right, would be

considered significant. In the presence of a

hemodynamically significant stenosing lesion

of the renal artery the contrast material will

appear more slowly, may show greater con-

centration, and may be retained longer in the

kidney supplied by the stenosed renal artery.

The pelvocalyceal system on the side of the

stenosis may appear more compact when the

length of the kidney is significantly reduced.

Occasionally, notching or fluting of the upper

ureter or renal pelvis may be a clue to the

presence of enlarged collateral vessels bypass-

ing a stenotic region, or of an arterial malfor-

mation. Isotope renography has been widely

TABLE 1

INDICATIONS FOR PERFORMING RENAL

ANGIOGRAPHY IN HYPERTENSIVE PATIENTS

1. Hypertension of brief duration (less than

two years)

2. Onset under age 35 or over age 55

3. Bruit over the renal areas

4. Abnormal urogram

5. Abnormal isotope renogram

6. Malignant hypertension

used as a screening test for unilateral renal

artery disease in hypertensive patients but has

not proved as specific a test as has intravenous

urography. Differences in equipment, tech-

nique, and many extraneous factors limit its

usefulness as a screening procedure. In addi-

tion, there is no characteristic renogram pat-

tern that differentiates renal artery stenosis

from unilateral renal parenchymal disease. A
measurement of peripheral venous renin ac-

tivity and the angiotensin infusion test have

also proved unreliable as screening tests for

renovascular hypertension.

The diagnosis of renal artery stenosis is

established by renal angiography. The indi-

cations for performing this procedure are out-

lined in Table 1. Selective injection of the

renal arteries by the percutaneous transfem-

oral approach is the most popular method
today. This procedure permits more detailed

study of the arterial branches than injection

of contrast medium into the aorta. The most

common lesions causing renal artery obstruc-

tion are atherosclerotic plaques and several

nonatherosclerotic lesions characterized by fi-

brous dysplasia of the renal artery.

Atherosclerotic Lesions

Atherosclerotic lesions generally occur in

older men and are usually found in the first

two centimeters of the renal artery, but oc-

casionally one of the major branches is af-

fected. (Figure 1) These lesions may occur as

eccentric, fibrous plaques containing lipid, or

occasionally as a circumferential atheroma

with destruction of intima and much of the

media. Atherosclerotic lesions may be compli-

cated by thrombosis or dissecting hematomas.
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Nonatherosderotic Lesions

A recent classification of fibrous or non-

atherosclerotic lesions is based upon the mural

location and the composition of the tissue in-

volved.4

Intimal fibroplasia is an infrequent cause of

renovascular hypertension. It occurs as a ste-

notic segmental lesion of one or both main
renal arteries or of a major branch. The les-

ion is characterized by a circumferential or

eccentric accumulation of fibrous tissue with-

out lipid deposition. In younger patients,

reduplication of the internal elastic membrane
is common, while more distally, dissecting

hematomas as well as thinning of the arterial

wall may occur. Similar lesions may be seen

in a variety of renal parenchymal diseases

including chronic pyelonephritis, end-stage

renal disease, particularly in patients on long-

term dialysis, and “cured” malignant hyper-

tension.

Medial fibroplasia with mural aneurysm for-

mation occurs most frequently, comprising

almost 70 per cent of all idiopathic stenoses.

It most commonly affects the distal two-thirds

of the main renal artery, and in some cases

extends into the primary branches. (Figure 2)

It produces the well-known “string-of-beads”

arteriogram because of the multifocal stenoses

alternating with areas of marked mural an-

eurysm formation that characterizes the lesion

histopathologically.

Medial hyperplasia is a concentric stenosing

lesion with an unorganized mixture of smooth
muscle and fibrous tissue. The internal elas-

tica may be disrupted with the formation of

dissecting aneurysms.

Perimedial fibroplasia occurs most com-
monly in young women and is the second most
frequent type of the fibrous dysplasias. Path-

ologically, it is characterized by an intense

fibroplasia in the outer half of the media,

usually replacing the external elastic mem-
brane. This may result in a severely stenos-

ing irregular lesion which on arteriography

may also have a beaded appearance, but the

beads are not as aneurysmal as those seen in

fibroplasia.

FIGURE 1

An atherosclerotic plaque producing severe ste-

nosis of the proximal renal artery. The patient,

age 57
,
had a three-year history of hypertension.

FIGURE 2

Medial fibroplasia with mural aneurysm formation

in a 27-year-old woman with a six-month history

of hypertension. Note that the beaded lesion

involves not only the main renal artery but also

its major branches.
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Medial dissection has many of the features

noted in the other subgroups of idiopathic

stenosis. The new channel is located inside

the external elastic membrane in the outer

third of the media, with the media itself often

displaying zones of fibroplasia.

A few cases of periarterial fibroplasia have

been identified with collagen encompassing the

adventia and extending into the surrounding

periarterial fibrofatty tissue. Rarely, these

lesions occur in other muscular arterial

branches arising from the aorta in patients

with associated renal artery lesions.

Selection of Patients for Surgery

Although the diagnosis of renal artery ste-

nosis is established by renal angiography, the

procedure does not predict the reversibility of

hypertension after nephrectomy or a revascu-

larization procedure. Several tests have been

used to help predict the success or failure of

surgical correction of renal artery stenosis.

(Table 2) Most investigators would agree that

the rapid sequence urogram and isotope reno-

gram, useful as screening tests for the presence

of renovascular hypertension, are not suffi-

ciently accurate to predict which patient will

benefit from surgical correction of the lesion.

Divided function tests are based on the ob-

servation that an ischemic kidney, when com-

pared with the opposite normal kidney, ex-

cretes less urine with a lower sodium concen-

tration and higher concentrations of creatin-

ine, inulin, and para-aminohippuric acid. All

of these tests require catheterization of one or

both ureters and are therefore associated with

a significant morbidity. The incidence and
severity of complications are greatest when
measurements of volume are made, since this

test requires complete occlusion of one or

both ureters with the catheter. The high mor-

bidity associated with this test and its unre-

liability when lesions involve both main renal

arteries, or primary branches of one or both

main renal arteries, has resulted in the study

being discarded as a predictive test in most
centers. The measurement of significant pres-

sure gradients across the arterial lesion has

proved a reliable predictive test, but is best

performed at the time of surgery and, there-

fore, does not save the patient a surgical

TABLE 2

TESTS USED TO DETERMINE THE

SIGNIFICANCE OF A RENAL ARTERY LESION

Depressed excretory function:

Rapid sequence urogram

Isotope renogram

(Divided function tests

Pressure gradient in the renal artery:

Direct measurement

Phonocatheter measurement

Renal pressor substances:

Peripheral vein renin assay

(Renin assays in renal venous blood

Angiotensin infusion test

Juxtaglomerular counts or granularity

Renal Biopsy

procedure. In patients with unilateral occlu-

sive disease, a phonocatheter inserted into the

renal pelvis with measurement of sound and

amplitude of transmitted pulsations of the re-

nal artery may demonstrate a diminution in

the amplitude of the transmitted renal artery

pulse on the side of an arterial stenosis. The
test has proved to be of marginal reliability

and carries with it the morbidity of retro-

grade ureteral catheterization.

Most investigators have not found the

measurement of peripheral venous renin ac-

tivity to be helpful either as a screening test

or to predict the operative result in patients

with renovascular hypertension. Resistance to

the pressor effects of angiotensin has been

used as a diagnostic and predictive test for

renovascular hypertension. It is assumed that

patients with renovascular hypertension have

increased amounts of endogenous angiotensin

and, secondly, that the increases cause dimin-

ished responsiveness to infused angiotensin.

We have been unable to distinguish patients

with renovascular hypertension from those

with essential hypertension by this test and

find it of little assistance as a predictive study.

It has been suggested that the number or

granularity or both of juxtaglomerular cells

may be an indication of increased renin secre-

tion, thus providing at least indirect informa-

tion regarding the role of the kidney in hyper-
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tension. Hypercellularity and granularity of

juxtaglomerular apparatus on the side of the

lesion would suggest a good response to sur-

gery. Open renal biopsy is usually required

to provide sufficient tissue for study, and de-

tailed examination of the juxtaglomerular

apparatus in multiple biopsies from patients

with renovascular disease has not enabled us

to predict the results of surgical treatment.

Most investigators today rely heavily upon

bilateral renal vein renin activity determina-

tions performed preoperatively at the time

of renal angiography. When properly inter-

preted they can be predictive of the results

of surgical correction of the renal artery ste-

nosis in a high percentage of patients. 5 Renal

vein renin activity (on the stenotic side)

yields an average correct prediction of the

surgical result in 79 per cent of cases, while a

renal vein renin assay ratio (stenotic to non-

stenotic) of greater than 1.5, or less than

1.5 ng/ml/hr yields a correct prediction in 72

per cent of cases. When the renal vein renin

activity (stenotic side) and the renal vein

renin assay ratio (stenotic to nonstenotic)

were both increased, or were both normal, the

prognostic index was extremely high (89 per

cent). The use of the peripheral vein renin

assay alone was correctly predictive in only

46 per cent of cases.

Some investigators have recommended the

performance of bilateral renal biopsies before

proceeding with operations to revascularize or

remove kidneys because they contend the

presence of arteriolar sclerosis of the kidneys

precludes a good response to operation. In pa-

tients with unilateral renal artery stenosis, we
have been unable to make a distinction be-

tween atherosclerotic or fibrous lesions of the

main renal artery on the basis of the presence

or severity of intrarenal arterial sclerosis. 6 In

addition, the presence or absence of arteriolar

sclerosis was not sufficiently accurate as a

prognostic index to justify the hazards of this

procedure for patients being considered for

surgical treatment of occlusive renal artery

disease.

Patients with renovascular hypertension

are operated on for two reasons: relief of

hypertension and preservation of renal func-

tion. Not all patients in whom lesions are

identified need necessarily be subjected to

operation. The results of surgical treatment

are so good in young patients with fibrous

lesions of the renal artery and the mortality

rate is so low, that operation is advisable in

most cases, since a surgical cure of hyperten-

sion is preferable to life-long medical treat-

ment. Even in this situation, a trial of medi-

cal treatment is advisable if nephrectomy is

the only surgical approach deemed feasible.

Renal revascularization should be considered

whenever medical therapy fails to control the

hypertension adequately, or when there is

evidence of decreasing size of the kidney or

decreasing renal function.

Indication for Medical Treatment

There are a number of factors that suggest

a trial on medical treatment before consider-

ing surgical intervention. Older patients war-

rant a trial on medical therapy, since they

have a greater incidence of coexisting vascu-

lar diseases which increase the risk of a major

surgical procedure, and in older patients the

renal artery lesions are usually atherosclerotic

where the results of operation have been less

satisfactory than the results of operations on

fibrous lesions. Diseases such as coronary or

cerebral atherosclerosis, renal insufficiency,

and hepatic or pulmonary disease increase the

surgical risk and should militate against sur-

gical treatment, unless hypertension cannot be

controlled medically or renal function is im-

minently threatened by bilateral renal artery

disease. When the renin activity in venous

blood from the stenotic kidney is not signifi-

cantly elevated or when the renal vein renin

assay ratio is not greater than 1.5, favoring

the stenotic kidney, the significance of the

lesion is doubtful. The renal vein renin ratio

has proved to be less reliable when arterial

lesions are bilateral. In these situations a trial

of medical treatment is indicated. Finally,

medical treatment is preferable for patients

with a long history of hypertension, partic-

ularly if the hypertension has been present for

three years or longer.

Renovascular hypertension responds to the

same drugs used for the treatment of essential
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hypertension. Therapy should be started with

an oral diuretic, alone or in combination with

methyldopa. When hypertension is moderate

to severe, additional medications such as

guanethidine or hydralazine may be added.

Methyldopa and propranolol suppress plasma

renin activity and may, some day, be consid-

ered the agents of choice in the medical man-
agement of renovascular hypertension.

Summary

Renovascular hypertension is the most com-

mon cause of reversible hypertension. A num-
ber of clues may suggest the presence of a

lesion in the renal artery which is then con-

firmed by selective renal angiography. When

correctly interpreted, renal vein renin assays

provide the best predictive test for curability

of renal hypertension. In selected instances

medical treatment of the hypertension may be

preferable to the surgical correction of the

renal artery stenosis.
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A PATIENT’S VIEW OF AMYOTROPHIC

LATERAL SCLEROSIS

For the last two years, since I have known
that I have the incurable disease of amyotro-

phic lateral sclerosis (ALS), I have lectured

and written about my experience as a dying

patient ( Pennsylvania Gazette, March 1972;

February 1973). As the disease has progressed,

I have become concerned with more than sim-

ply telling an emotional story, and I have be-

come acutely aware of the need for a rational

and critical evaluation of medical care in gen-

eral and of the plight of the dying patient in

particular. Hopefully, this paper, intended

for a medical audience, will be read and con-

sidered not as a personal attack but rather as

an effort to articulate a perspective which is

necessarily quite different from that of the

physician.

This article is published posthumously as the author succumbed
to his disease on July 29, 1973.

Dr. Hanlan was an Associate Professor in the School of Social
Work, University of Pennsylvania.

Archie Hanlan, D.S.W.

What I think I know that few of you know
is what it is really like to be a dying patient

in the network of our medical system. I am
not questioning or judging the medical knowl-

See editorial comments

on page 87.

edge and skill of the physician; yet I have had

to learn the hard way that some physicians

are not well-informed about ALS. Let me
give you an example of how it took me several

months to discover that one of my previous

doctors was not able to give me accurate in-

formation regarding one aspect of the disease.

Early in my illness, I would fall down fre-

quently. One evening I fell flat on my back

in my bedroom. My wife was unable to move
me, and we were both very frightened for sev-
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eral hours. At precisely the same time, I be-

came impotent for the first time in my life.

I went to a physician to try to clarify if my
sudden impotence were disease-related or

partly psychological. When I described my
problem to the physician, he was obviously

startled by my frank discussion of the prob-

lem and finally stammered out that he had

never been asked that kind of question before.

I do not expect doctors to be free of sexual

inhibition, but I do expect them to know rele-

vant physiological information on sexual

functioning. It was not until some time later,

when sexual functioning had returned spon-

taneously, that I learned that my previous

physician was misinformed on the subject.

The same doctor described above asked for

my advice in telling another patient about her

diagnosis of ALS. The doctor at first found it

very hard to believe that I knew my diagnosis

and prognosis, refusing to respond to my ef-

forts to engage him in a discussion of the

disease. When he realized that my under-

standing of the disease was fairly accurate, he

then haltingly told me about his woman pa-

tient. I tried to find out from him how much
the patient did know. He was obviously un-

clear about what he had told the patient dur-

ing the past several months. I commented
that surely she must have put some of the

information together for herself. He agreed

but argued that few people could tolerate the

full knowledge about such a disease, with the

implication that I was a rather strange and

inexplicable exception to the rule. I then

suggested that sometimes the difficulty in fac-

ing the disease lies as much or more with the

doctor as with the patient. I had gone too

far with this man and that ended his discus-

sion of the subject. I have not tried since then

to persuade physicians about discussing diag-

noses and terminal illness.

I make a critical distinction between the

expertise of the physician and the adminis-

trative exercise of that expertise in our health

care system. Thus, I present the view of a

patient who feels trapped in a system by well-

intentioned medical personnel, and where

there is not any simple blame which can be

assigned to any one group. Our movies and

television notwithstanding, there are really

not good guys and bad guys, but rather there

are organizational and social structures which

envelop all of us regardless of our intentions.

It is in these areas that I think that I can at-

tempt some analysis which may have some
benefit beyond the limited scope of any one

doctor or patient.

One of the most important structural fea-

tures of medical care in our society is that of

the bureaucratic and hierarchical ordering of

authority within and among professions and
between professionals and patients. The prob-

lem is by no means limited to medicine since

it is a common complaint about all areas of

our society. A Harvard professor of govern-

ment, Hoffman, has analyzed our malaise as

a growing crisis of the legitimacy of all our

social institutions. But again our concern

here is how these larger social events pene-

trate the quality and quantity of life for the

patient.

An example of an unintended trauma re-

lated to bureaucratic medical authority comes

from my own experience. The morning after

I was informed of my diagnosis of ALS, I was
asked to appear before a large class of medical

students. I was aware that I could refuse, but

at the same time I felt I might make a small

contribution in medical education. I have

often been on the other side of the fence, ie,

observing medical and psychiatric patients for

teaching and research purposes. At any rate,

I agreed to be on display for the benefit of the

medical students.

Already in a state of near exhaustion I was

ordered to go to the classroom in a wheelchair.

When I protested that I could walk perfectly

well, I was given some no-nonsense reply leav-

ing me no other choice. The class was con-

ducted by my physician, a professor of medi-

cine to whom great deference was shown by

the promptness and efficiency with which I

was delivered to the classroom. It was a

strange experience to be in front of the class-

room not as the professor but as a patient

stared upon by a mass of immobile faces. Pro-

faning the role expected of me, I made some

occasional bantering comments. The doctor’s
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austere ignoring of my comments at least told

the students what he thought was the proper

behavior there. He frequently referred to me
in the third person. Because of the rare nature

of my disease and the fact that I was in a very

early stage, the whole event took on an at-

mosphere of oneupmanship regarding the diag-

nosis. At least while I was present, none of

the students seemed to come close to the diag-

nosis, and this pleased the professor. As the

question and answer period came close to the

overt discussion of my illness, the professor

promptly thanked me and had me removed
from the room. On reflection, it seems about

as juvenile as allowing a child to remain in an
adult conversation about sex, only to be re-

moved when the language is made explicit.

The child, and the patient, have long since

figured out what is being talked about, but

now the subject is made taboo, forbidden, and

often terrifying.

The guessing game about my illness made
me wonder at times what in the hell I was
doing there. It was as though the disease en-

tity itself were much more important than I,

the patient. I found myself remembering that

I had just been told that my world was com-

ing to an end, so why was I allowing myself

to take part in this fantasy? At that point I

could not withdraw from the classroom, and

the anger I felt about the incident remained

smouldering within me for a long while after.

One day the world was my oyster. The next

day it all came crashing down. And I felt like

an inanimate specimen prepared on a slide for

viewing by unknown doctors.

To me this illustrates the complex problem

of making changes in medical education.

These medical students and I were forced into

traditional role models. For example, the

professor who had me before his class was
non-verbally teaching his students how to be-

have in an objective and impersonal manner
with a patient with a catastrophic illness. If

those students were at all representative, they
reflected back very well their objectivity and
distance from the patient. We often under-
estimate the amount of imitation and socializ-

ation which occurs in our educational system.

The students’ rebellion and criticism of this

learning process are often more ephemeral
than the behavior taught by the instructor

himself. In my case, a great deal was taught
the students about the proper roles of doctor
and patient.

Let me give another personal example of

the system of health care’s assuming a life of

its own quite apart from the need of the pa-

tient and the doctor. I was hospitalized in a

special medical evaluation unit for an assess-

ment of my disease and for occupational ther-

apy devices. This unit was uniquely designed

to focus twenty-four hour care on the individ-

ual needs of each patient. The staff and fa-

cilities were exceptional. I specify all of this

because it dramatizes some incredible events

which occurred in spite of all the best inten-

tions. I shared a room with an elderly retired

man who was recovering from a stroke. It took

me three days to realize that he and I were
being subjected to a peculiar form of discrim-

ination in the unit. Of a total of about twenty
patients, he and I were the first to be awak-
ened every morning and the last to be served

breakfast. We were the most disabled pa-

tients on the ward, and that might have pro-

vided some rationale for taking more time

with us in the morning. It did not justify,

however, getting us up at six o’clock, putting

us in wheel chairs by ourselves, and then not

serving us breakfast until nine o’clock. Most
other patients were not awakened before seven

o’clock, and they were served breakfast by
eight o’clock. I really couldn’t believe that

this was happening to us, but I finally reported

it directly to the medical director of the unit.

The next day my roommate and I were not

awakened until seven o’clock. The nurse in

charge of that shift acidly commented to me
that I must enjoy the extra hour of sleep in

the morning. Her comment indicated very

clearly to me that although my complaint had

been remedied, the reason for the complaint

obviously was not perceived. I did not want

an extra hour’s sleep. I did want to be treated

like a human being and not unnecessarily dif-

ferentiated from the other patients. This

point seemed to have completely escaped the

nurse.
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On the third day, my personal physician

came to visit me at the hospital. I was feeling

the full rage of the discriminating treatment

by this time. A student nurse had been as-

signed to me for the entire day as part of her

learning. She was with me when my doctor

arrived. I exclaimed, “Reuben, this place is

a monstrosity! ” I could almost feel the stu-

dent nurse shudder. She moved behind me
out of my vision. Within a minute or two,

she disappeared, and I never saw her again.

Obviously, that student had not been told

that patients sometimes get angry and may
express that anger in harmless verbal state-

ments. Whatever the reasons for her reac-

tions, at that point in time they only rein-

forced my feeling of being trapped by a mono-

lithic system over which I could exercise very

little influence. And this feeling of being ma-
nipulated by the system was not lessened even

though I had direct access to the medical di-

rector.

Let me try to use another physician to illus-

trate what I mean by both doctor and patient

being trapped in the network of our medical

system. Another medical friend told me of the

importance of getting regular physical therapy

as soon as possible. My physician at this time

practiced in a large hospital which had out-

standing physical and occupational therapy

facilities. A month went by after my request

for a referral to the physical therapy depart-

ment, and I finally contacted someone in that

department directly. I was told that they

received no referral from my doctor. When I

went back to him, he said a referral had been

made, but apparently it had been lost along

the way. Another month went by, and my
disease progressed. This time I obtained in-

formation which required that I circumvent

the medical authority of my doctor in that

hospital. What I then learned was that my
doctor made the referral to another doctor,

who did not think that there was any point

in someone with my condition receiving physi-

cal therapy. The view was that what good

would it do anyway since the disease was ad-

vancing rapidly. There then followed a ridi-

culous procedure of intrigue and behind the

scene effort to get physical therapy for me at

my own home. I still cannot believe that my
doctor really intended to prevent me from

getting the physical therapy, but he and I

became locked into a network of relationships

which made our working together impossible.

Fortunately, I had other medical alternatives

which few patients have.

Let me give a more positive illustration of

a physician who responded to me in a very

different way. Some time after the initial

diagnosis, I sought a confirming evaluation by
another specialist. He confirmed the diag-

nosis of ALS. In telling me this, he told me
with great feeling that he wondered at times

why he ever went into this specialty. Tears

came to his eyes. What he was conveying to

me was his frustration at the limits of his

medical knowledge and skill, baring his own
sense of inadequacy and impotence in the face

of this disease. Even more important, he was

conveying to me my importance as a human
being. As maudlin or simplistic as this may
seem, the value of this rare kind of honesty

cannot be underestimated when one has en-

countered too many other physicians who can

only handle their own feelings by withdrawal,

denial, and making the patient feel that his

own self-worth has somehow become suddenly

and permanently discredited.

Fortunately, there are a number of doctors

that I can cite from my own personal experi-

ence who have gone far beyond the most de-

manding interpretation of the Hippocratic

Oath. For example, my personal physician

has made endless home calls, thoroughly re-

viewed all published research on the disease,

and somehow has managed to meet my medi-

cal needs as the total devastation of the dis-

ease runs its course. I could give many other

examples of how some members of the medi-

cal profession, in the face of an inability to

extend the quantity of my life, have contrib-

uted to the more important aspects of im-

proving the quality of my life.

My motivation for addressing myself to you,

however, is not to indulge in a superficial ex-

tolling of the virtues of your profession.

Rather, I am driven by a great need to some-

how communicate a different way of looking
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at your practice of medicine which may help

you to perceive other patients in a different

light. Your profession alone cannot change

the nature of our medical care system. The
best I can hope is that some insight derived

from my own experience may heighten the

awareness of some others.

The course of my disease has made it neces-

sary for me to have 24-hour surveillance and

care. I am still living at home when most

patients at this point are institutionalized.

Other ALS patients have written to me de-

scribing their experience with starvation and
malnutrition, with unnecessary atrophy of

muscles from lack of help in obtaining any
exercise, and with the incredible exhaustion

which the disease places on family members.

It also has to be noted that some physicians

simply abandon the patient and the family

as the disease reaches total disability.

While the nature of the disease demands
constant adjustment by the patient to his

deteriorating physical condition, there are re-

actions I have had in the most recent stages

which I did not anticipate. I did expect the

increasing disability to sharpen my conflicts

about being psychologically and physically de-

pendent. I did not foresee, however, the ex-

tent to which I would feel a kind of emotional

regression forced upon me, a kind of infantiliz-

ing of all aspects of my life. For example, be-

cause of my increased speech defect I am
sometimes talked to or about in the third

person. As a result, I have no doubt that my
frustration level is markedly reduced and that

my intolerance for ambiguity is painfully ap-

parent.

My contact with the outside world is al-

ways mediated by someone else now. Again,

the major burden falls on my family, especially

on my wife. My own involvement in all of

the small and large decisions which have to

be made about me becomes necessarily con-

ig VS

stricted. I already know too well from my
earlier hospitalizations that my own participa-

tion in decision-making requires my constant

vigilance and initiative. It seems inevitable

that others in the medical system will move
towards encapsulating me from an active role

in the critical decisions which remain to be

made.

I recognize that any redistribution of medi-

cal authority is a very complex matter, and
I am concerned that the efforts of well-inten-

tioned reformers can often backfire with un-

intended consequences for the patient. There-

fore, I am hesitant to suggest the implementa-

tion of either an aggressive legal enforcement

of patients’ rights or of a radical and sudden

delegation of authority to paraprofessionals. I

find this personally to be something of a di-

lemma. It seems necessary to me that pa-

tients will have to continue for a long while

to rely on the humane and judicious use of

discretion which is in the hands of the phy-

sician.

Having arrived at the above analysis and
conclusions, it has been apparent to me that

if my own experience with an incurable dis-

ease were to have any significance at all, it

would be the effort to somehow communicate
aspects of our medical system in which we all

become mutually dependent. My criticism is

not of the medical profession nor of doctors

per se. Yet, you are in a unique position to

exert some influence on that system in behalf

of the patient. As difficult as my situation is,

I really do not envy the position in which
your practice often puts you. The most that

I can ask of you is that you listen and weigh

what I and other patients have to say. That
in itself is more helpful than you may imagine.
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MYOCARDIAL INFARCTION

Of all the ailments which may blow out life’s little candle, heart disease is

the chief.

William Boyd, Pathology for the Surgeon from
Common Problems in Office Practice by Robert R. Taylor, M.D.
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HEPATOMEGALY AND JAUNDICE
IN A 68-YEAR-OLD WOMAN

Patrick F. Ashley, M.D., Editor and Pathologist Robert B. Brereton, M.D., Discussor

Presentation of Case

The patient, a 68-year-old white woman
was admitted to the hospital because of jaun-

dice. Three days previously she had been

seen by her doctor complaining of swelling

of the ankles and feet, which had become

progressive over the preceding month. For

the same period of time she had also noted

a dull ache or fullness in the right upper

quadrant and flank. Progressive darkening of

the urine had been noted. Her stools, however,

were a normal color, and although her skin

had become darker, she was unaware of her

jaundice. Her appetite had remained rela-

tively good. In spite of an apparently reason-

able food intake, she had lost four or five

pounds during the last six months. There

were no history whatsoever of alcohol con-

sumption nor any toxic exposures and no

past history of hepatitis or unexplained pro-

longed illness.

Past History : Hysterectomy and vaginal

repair were performed more than 15 years

before. Several minor injuries in the previous

decade had been followed by x-rays, which

showed minimal hypertrophic osteoarthritic

changes involving the left sacroiliac joint,

thumb, and large toe. At no time was there

any x-ray evidence of rheumatoid arthritis.

The only medication she had been taking was
Butazolidin (Geigy

)

and aspirin for arth-

ritic pain. A G.I. series during the previous

year showed a well formed Shotski’s ring and

Dr. Brereton is Assistant, Department of Medicine, Wilming-
ton Medical Center.

Dr. Ashley is Senior Pathologist, Wilmington Medical Center.

a small sliding type hiatal hernia with definite

esophageal reflux but without varices.

Systemic review was negative except as

mentioned above. She had no known allergies

and no respiratory or cardiac symptoms.
There was no history of constipation, lower

bowel problems, or rectal bleeding. Urinary

function had been normal since her vaginal

repair.

On admission to the hospital, physical ex-

amination revealed a fairly well-developed

and normally nourished, coherent, alert, am-
bulatory, white female who was not acutely

ill but was severely jaundiced. The skin

showed multiple ecchymotic spots over the

exposed parts of her body with no petechial

lesions and no evidence of a spider angiomata.

The palms of her hands were normal. Her
blood pressure was 100/60, pulse was 100,

respirations were 20, temperature was 36.7 C.

She weighed 66.7 kg (147 lbs.). Her sclera

were obviously icteric; there was beginning

bilateral arcus senilis. She had full extra-

ocular movements; her pupils were equal and

reacted to light, and funduscopic examina-

tion was unremarkable. The ears, nose, and

mouth were unremarkable. Her neck was

supple with no limitation or pain on motion.

There was no cervical or supra-clavicular

adenopathy. The trachea was in the midline;

the thyroid was not felt; carotid pulsations

were full and equal bilaterally. The axilla

were free of palpable masses. The thorax was

symmetrical with good excursions on respira-

tion. The lungs were clear to auscultation
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and percussion. Examination of the heart

showed normal sinus rhythm with tones of

good quality. A2 was equal to P2; there

were no murmurs heard and no rubs, and

heart size appeared normal. The abdomen
was soft, non-distended, and non-tender.

There was no evidence of collateral circula-

tion on the abdominal wall. There were a

healed transverse abdominal scar and also a

scar over the left lower quadrant. A firm mass

extended at least four fingers below the costal

margin in the epigastrium region and under

the right costal margin. This mass was non-

tender and was believed to be liver, but the

edge was not described. There was no cos-

tovertebral angle tenderness. The external

genitalia were normal. Rectal examination

revealed no abnormalities; stool was noted to

be brown. Pelvic examination was not done.

The extremities showed no gross deformities

of arthritis. All major blood vessels had good

pulses, and peripheral pulses were excellent.

There were some venous varicosities of both

lower legs and 2+ to 3+ edema of the lower

legs and feet.

Laboratory studies: Initial laboratory

studies showed Hct of 41%, Hgb 13.2 gm,

WBC 7,800 with a normal differential. SMA
revealed a calcium of 9.4, phosphorus 2.6, glu-

cose 75, BUN 12, uric acid 6.7, cholesterol

280, total protein 6.7, albumin 3.1, total bili-

rubin 6.3 mg/100 ml, alkaline phosphatase

1150, LDH 243 mU/ml, SGOT 265 IU. Urin-

alysis was negative with SG of 1.018 and a

normal microscopic. Stool studies for occult

blood were originally negative; subsequent

ones were positive. Serology was negative.

Prothrombin time was 14.0 seconds (control

12.0), PTT 51 (control 37). Serum sodium
was 129, potassium 4.6, chloride 98 and C0 2

21 mEq/liter. pH was 7.41 and pC0 2 32.

Electrocardiogram was interpreted as be-

ing within normal limits. Chest x-ray showed
an old healed primary complex on the right,

the lung fields were otherwise clear, and the

heart was normal in size. Flat plate of the

abdomen showed no evidence of calculi, but

there were several calcifications, probably

within the liver parenchyma, and another cal-

cification thought to be within the spleen.

Intravenous pyelogram was normal. Barium
enema was normal except for a few diverticula

seen in the region of the sigmoid. Upper
G.I. and small bowel series were normal ex-

cept for some evidence of gastro-esophageal

reflux.

Because of the negative x-rays and the ab-

normal clotting studies, it was thought neces-

sary to do an abdominal exploration and open

liver biopsy. The day following surgery the

SMA 12/60 showed albumin 2.2, total bili-

rubin of 9.5 mg/100 ml with 1.8 direct; alka-

line phosphatase was 725, LDH 205 mU/ml,
and SGOT 315 IU. Bilirubin continued to

progressively increase reaching a level of 21

mg/100 ml total and 17 mg/100 ml direct

five days prior to her death. The patient’s

course was one of rapidly progressing hepa-

torenal failure with terminal gastrointestinal

bleeding and death approximately six weeks

after the onset of her illness.

Differential Diagnosis Discussion

Dr. Robert B. Brereton

The history of the present illness of this

68 -year-old female reveals an approximately

one-month history of edema of her feet and

ankles, rapidly followed by the emergence of

hepatic disease, which was evidenced by dark

urine, increasing jaundice, and right upper

quadrant discomfort. Yet if there was extra-

hepatic biliary obstruction, apparently it was

not complete, because the stools remained gen-

erally normal in color. At this point, we are

not able to tell between hepatocellular disease

or extrahepatic biliary incomplete obstruc-

tion. The etiology of the edema is also some-

what unclear, but we must consider liver dys-

function and/or possible venous obstruction,

such as obstruction of the vena cava at the

level of the liver by tumor. The mild degree

of weight loss does not necessarily rule out

tumor in this patient.

Her past medical history does not show any

history of liver disease or gallbladder disease,

alcoholic abuse, or pancreatic disease. How-
ever, the question of previous subacute hepa-

titis must always be under consideration with

jaundice since only about 25% of patients

with post-necrotic cirrhosis will have a known
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history of previous viral hepatitis. I could

not see any obvious relation of her previous

pelvic hysterectomy and vaginal repair to the

present problem. I am confused as to the

reason for the left lower quadrant scar, which

is mentioned in the protocol. Medication has

to be considered as a possibility since many
drugs, including Butazolidin (Geigy ), can

cause a toxic hepatitis.

Review of systems seemed to rule out a

cardiac etiology for her edema. The lack of

pain, or at least a history of mild discomfort

only, is an important negative in the review

of systems, yet it is not specific since 20% of

patients with biliary stones will not complain

of pain, and from 15% to 60% of patients

with tumors involving the distal common bile

duct or ampullary region also will not com-

plain of pain. Pain is a variable symptom in

inflammatory liver disease, including various

types of hepatitis. The lack of chills and

fever or anything that might suggest sepsis

or cholangitis is an important negative in the

systemic review, yet is somewhat variable, es-

pecially in patients with malignant tumors

obstructing the biliary outflow tract.

Physical examination revealed a number of

important positive findings. Apparently this

patient did not present as a chronically ill

person. I feel this in itself suggests a mechan-

ical biliary obstruction, probably extrahepatic,

not superimposed on any chronic underlying

liver disease. There is no doubt that she did

have liver dysfunction as evidenced by the

ecchymoses which are compatible with defec-

tive synthesis of the prothrombin factors as

opposed to the petechiae, which were not seen

and which usually are a manifestation of

platelet and/or vascular disorders. The right

upper quadrant mass was suggested to be liver

or possibly gallbladder; I feel it was a combin-

ation of both hepatomegaly and a distended

gallbladder. Did the left lower quadrant scar

represent surgery in the past involving the

left colon, or possibly left ovary, such as a

neoplastic disease? It may represent only a

drain site from the previous pelvic surgery.

Important negatives on the physical examin-

ation are a lack of ascites, or any evidence of

portal hypertension such as spider angiomata,

palmar erythema; these negatives rule against

an underlying chronic liver disease. The lack

of significant lymphadenopathy is against any
granulomatous disorders such as sarcoidosis

or malignant lymphoma. X-ray studies men-
tioned in this case I feel are important but

mostly in a negative fashion since the upper

G.I. showed only a sliding esophageal hiatal

hernia with some reflux, and a Shotski’s ring.

The fact that the second portion of the duo-

denum is not distorted does not completely

rule against a tumor mass involving the am-
pulla, the head of the pancreas, or distal com-
mon duct, and there is no mention made of

whether this patient had hypotonic duo-

denography performed. A normal barium

enema helps us to rule out at least any large

colon masses. Chest x-ray was also normal

except for a calcification which may represent

an old Ghon complex.

Calcifications seen in the liver and spleen

are of interest, and the differential diagnosis

of calcifications in the liver is quite variable,

extending from hydatid disease to various

granulomas, including tuberculosis, histoplas-

mosis and syphilitic gummas, vascular neo-

plasms such as hemangiomas, hamartomas,

and metastatic carcinomas, especially from

the ovary and the colon. Our patient’s calci-

fications were quite small, and since they in-

volved both the liver and the spleen I feel

they were probably vascular, most likely small

hemangiomas.

The laboratory findings will be discussed

next. The protocol suggests that the differen-

tial of the original CBC was normal; however,

I don’t think it was normal because of a mono-

cytosis of 12%. This is a non-specific find-

ing, which can be seen with numerous infec-

tions, including bacterial infections, SBE,
brucellosis, and various protozoal and ricket-

tsial infections, as well as certain lymphomas,

and monocytic leukemia. In general a mono-

cytosis secondary to the above mentioned

diagnoses would probably be higher than 12%,
and since this finding was not further investi-

gated, I can’t believe that it is significant. I

feel in this patient it represented a non-spe-

cific response to her liver disease. I think it

is also important that this patient was not
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severely anemic and did not demonstrate any

leukocytosis. The latter is somewhat against

a common duct stone. The hyperglycemia

later in the patient’s course is suggestive of a

pancreatic lesion. Patients with complete

biliary obstruction frequently tend to have

elevated cholesterols, with decrease in the

esterified fraction; our patient’s cholesterol

was normal on admission and did fall slightly

prior to her demise, which is compatible with

her liver cell dysfunction. I think it is im-

portant that this patient did not have severe-

ly depressed serum albumin or elevated glob-

ulin, which rules against chronic inflammatory

liver disease such as cirrhosis. Throughout

most of her hospital course, except initially

following surgery, the patient’s direct fraction

of bilirubin was greater than 50% of the total.

The hyperbilirubinemia with relief of the

direct hyperbilirubinemia following surgery

is supportive to the diagnosis of the extra-

hepatic biliary obstruction. The hepatic en-

zyme findings are non-specific, but the alka-

lirw nhosphatases are astronomically high and

certainly are suggestive of malignant obstruc-

tion to the outflow of bile; such elevations of

alkaline phosphatase are usually seen in ma-

lignant obstructions associated with metas-

tatic tumor replacing normal liver tissue. The

LDH and SGOT are not specific and not par-

ticularly helpful at this time. The patient’s

electrolytes reveal what I feel is a dilutional

hyponatremia. This is probably secondary

to the edematous state, and does not reflect

total body sodium. The decrease in C0 2 com-

bining capacity and pC0 2 I think represent

some degree of respiratory alkalosis, which is

frequently seen in severely ill patients of this

type.

Of interest is the lipoprotein pattern, which

revealed an elevation in the beta fraction of

95%, the normal being 40-70%; this could

represent a type IIA hyperlipidemia, but in

the case of severe liver disease, I feel this is

a non-specific finding since type II patterns

have been reported secondary to severe liver

disease with an obstructive component. The
guaiac positive stools are quite suggestive of

a malignant obstruction such as an ampul-

lary carcinoma.

My differential diagnosis includes the fol-

lowing:

1. Possible drug reaction. The only drug

we can incriminate is Butazolidin, which un-

commonly causes a toxic hepatitis. If a toxic

hepatitis due to this drug is present, other

manifestations of Butazolidin sensitivity

should already have been present (such as

rash, fever, hematologic changes, and lymph-
adenopathy). Therefore I do not feel that

this patient’s liver disease was due to this

drug.

2. Inflammatory liver disease such as viral

hepatitis. I feel this diagnosis is somewhat
unlikely because of the only mild elevations

of transaminase as well as the very high alka-

line phosphatase determinations and the ob-

structive picture, although from 2 to 5% of

patients with viral hepatitis can show an ob-

structive clinical course. But ecchymoses are

uncommon with hepatitis, and there was also

no history of exposure. Cirrhosis I feel is also

unlikely. The various etiologies of cirrhosis

are Lennaec’s cirrhosis, post-necrotic cirrhosis,

biliary cirrhosis, hemachromatosis, chronic

congestive heart failure, and Wilson’s disease,

and nothing in the history really suggests any
of these. As I already mentioned, only a

small percentage of patients with post-necro-

tic cirrhosis will give a history of known viral

hepatitis, but the known physical findings,

lack of evidence of portal hypertension, lack

of muscle wasting, no spiders, palmar ery-

thema, ascites, or splenomegaly, are not sug-

gestive of cirrhosis.

Inflammatory liver diseases include granu-

lomatous diseases such as tuberculosis and
sarcoidosis. In order to postulate liver in-

volvement we would have to say that the

patient has miliary tuberculosis, and, in my
opinion, this is not the picture of miliary

tuberculosis. The lack of lymphadenopathy
as well as the picture of marked obstructive

jaundice is somewhat against sarcoidosis al-

though some investigators feel that a certain

percentage of patients with sarcoidosis of the

liver can have very high alkaline phosphatases.

I do not feel this patient has sarcoidosis of

the liver.
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3. Common duct stone. About 20% of the

patients with common duct stones will not

have pain as a signifificant feature of their

disease. If the patient had a previously dis-

eased biliary tract, we would generally not

expect to see a distended gallbladder, and

since these patients concentrate their bile

poorly, jaundice is a very early feature of

their disease. Also, pain and evidence of cho-

langitis are more commonly associated with

common duct stones. There is no history of

previous gallbladder disease. The lack of

radio-opaque stones does not completely rule

out gallstones since about 20% have enough

calcium to show on x-rays. Rapid obstruc-

tion of a previously normal biliary tract will

frequently lead to distention of the gallblad-

der (Courvoisier’s law), and this seems to be

more appropriate in this case. This is more
frequently seen with malignant tumors ob-

structing the biliary system in which cases

pain and cholangitis and rapid onset of jaun-

dice are somewhat less common. This pa-

tient’s course demonstrates what appears to

be an incomplete obstruction of the biliary

system and does not rule out a common duct

stone since patients with common duct stones

rarely show persistent obstruction.

4. Obstruction by a tumor and metastatic

disease. These have to be considered, yet the

site of the primary seems to be obscure. There
is no mention made of pelvic examination or

sigmoidoscopy, and the left lower quadrant

scar still makes me a little uneasy. Tumors
most commonly associated with metastasis to

the liver involve the upper G.I. tract, lung,

colon, breast, thyroid, and malignant lymph-
omas, all of which I feel have largely been
ruled out in this case. Primary hepatoma is

most often seen in patients with post-necrotic

cirrhosis or hemachromotosis, and our pa-

tient didn’t have any history suggestive of

this and did not have the usual pattern of

right upper quadrant and chest pain, weight

loss, weakness, ascites, fever, and hypogly-

cemia. Carcinoma of the gallbladder is four

times more common in elderly females; these

patients usually do have a palpable mass,

usually gallbladder and liver. These patients,

however, frequently have a history of pre-

vious attacks of acute cholicystitis, as well

as a much more malignant course. They
have a late onset of jaundice, when the tumor
eventually invades the hepatic or common
duct. A rapid downhill course such as that

seen in this patient is compatible with a

carcinoma of the gallbladder. Carcinoma of

the common bile duct is more common in

males, especially older males, and frequently

involves two sites, the distal common duct

and the junction of the cystic, hepatic and
common ducts. Jaundice and pruritis are

striking and very early, yet the pain pattern

is that of a dull progressive pain, which be-

comes more intense in the later stages. A
distended, smooth gallbladder and hepato-

megaly are not uncommon; evidence of cho-

langitis is uncommon. Blood loss in the stools

occurs in less than 20%, and complete ob-

struction of the bile outflow is fairly common.
Sherlock groups all of the tumors in the

area of the ampulla vater as carcinoma of the

ampullary region. There are many sites of

origin of such tumors (epithelium of the am-
pulla, duodenum, and terminal common duct,

as well as epithelium of the terminal pancre-

atic duct, Brunner’s glands, and aberrant pan-

creatic tissue). I feel a clue to this lesion

in this case is the intermittent obstructive

jaundice with guaiac positive stools, and the

lack of a significant pain pattern. A patient

with these findings with severe persisting pain

suggests carcinoma of the pancreas, yet even

in those patients pain can be absent in up to

15% of patients. The fact that the G.I. series

did not reveal any abnormality of the second

portion of the duodenum does not completely

rule out a lesion in the ampullary region.

Ponka and Uthappa in a 20-year study at

Henry Ford Hospital found that in 15 pa-

tients with carcinoma of the ampulla vater

four patients had intermittent jaundice;

weight loss of at least 10 to 15 pounds was

prominent in all patients; and pruritis was

present in 13 of the 15. 1 Evidence of cholan-

gitis was variable; a palpable liver was felt to

be present in 10 out of 15, yet palpable gall-

bladder distention was present in only 50%.

It was suggested that distended gallbladder

could sometimes be hidden by an enlarged
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liver. Laboratory findings were direct hyper-

bilirubinemia, very high alkaline phospha-

tases, guaiac positive stools, and evidence of

a defect in the production of prothrombin

factors. Of patients who had an upper G.I.

series done, only seven patients showed any

abnormality of the gastroduodenal area.

In a study by Crile at the Cleveland Clinic

over a 20-year period there were 49 cases of

periampullar carcinoma. 2 Twenty-eight were

carcinoma of the ampulla vater, eleven were

duodenal carcinoma in the area of the duct,

and eight were distal common duct carci-

nomas. Only two were carcinomas of the ter-

minal pancreatic duct. These patients had

either a radical procedure such as a total or

partial pancreatico-duodenectomy or a pal-

liative bypass procedure such as a cholecysto-

jejeunostomy. Five-year survival of 13 pa-

tients with polypoid tumors of the periampul-

lar region was 23% compared with only 4%
for infiltrating carcinomas. In view of the

high mortality of radical resection of the in-

filtrative type of tumor as well as the de-

pressingly low five-year survival rate, pallia-

tive bypass procedures were felt to be the

treatment of choice for such tumors.

I feel that this woman had an infiltrating

carcinoma of the ampullary region, which

caused obstructive jaundice and hepatic dys-

function from metastases. The duodenal in-

vasion led to guaiac positive stools, and the

tumor’s effect on pancreatic function caused

the eventual glycosuria. At surgery, I feel

that this patient had a palliative procedure

and biopsy, which temporarily relieved the

biliary obstruction. Her rapid downhill course

was due to liver failure from metastatic dis-

ease.

Pathological Discussion

Dr. Ashley: From the clinical and laboratory

data that were available, I believe

it was impossible to arrive at a

correct diagnosis. Dr. Brereton

did an excellent job in presenting

the differential diagnoses. He
was quite correct in stating that

the patient died from infiltrative

liver disease; however, the infil-

FIGURE 1

Amyloid deposits compressing and distorting liver

cell cords.

tration was due to amyloidosis

rather than metastatic carci-

noma. At the time of autopsy, the

liver was enlarged and firm,

weighing 2,500 grams. The cut

surface had a characteristic, waxy
appearance and microscopic ex-

amination (Figure 1) revealed ex-

tensive infiltration by amyloid

deposits with considerable atro-

phic compression and falling out

of the liver cell parenchyma. The
spleen also showed extensive in-

filtration, and scattered deposits

were detected in the heart. As no

predisposing disease was present,

the amyloidosis was judged to be

a primary in type. Although the

liver is frequently involved in

systemic amyloidosis, relatively

few deaths are directly attributed

to the hepatic disease. Certainly,

the rapid clinical course in this

patient was most unusual.

Dr. R. Flinn: Why did the stools become

positive for occult blood?

Dr. Ashley: We found multiple, superficial

erosions of the lower esophagus

and stomach with evidence of re-

cent bleeding in the gastrointes-

tinal tract.

REFERENCES
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2. Crile G: Arteriography and hypoglycemia. Surg Gyn & Ob

133:447,478, 1970.
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TRIMETHOPRIM-SULFAMETHOXAZOLE*

In a reversal of form, the Food and Drug
Administration has recently approved the

combination of trimethoprim (TMP) and
sulfamethoxazole (SMZ) for the treatment

of chronic urinary tract infection due to sus-

ceptible organisms. This combination of anti-

microbial agents has been in widespread use

throughout the United Kingdom since the

late 1960’s and has only recently finished ex-

tensive clinical trials in the United States.

TMP and SMZ act in synergistic fashion

by inhibiting two different steps in the forma-

tion of tetrahydrofolic acid. TMP, a metho-

trexate analogue, acts by inhibiting dihydro-

folic reductase (DHFR), thus blocking the

conversion of dihydrofolic acid (DHF) to tet-

rahydrofolic acid (THF). SMZ acts, as do

the other sulfonamide antibiotics, by inhibit-

ing the conversion of para-aminobenzoic acid

(PABA) to DHF. Although mammalian cells

contain dihydrofolic reductase, TMP is many
logs more effective against bacterial DHFR
than it is against mammalian DHFR, and thus

will not have the marked human cell toxicity

noted with methotrexate. TMP-SMZ is cur-

rently cleared for clinical use in the therapy

of chronic urinary tract infections. Its spec-

trum in this regard includes most strains of

Escherichia coli, Klebsiella, and Proteus as

well as the majority of strains of Group D
streptococcus. Unfortunately, it is ineffective

against strains of Pseudomonas aeruginosa as

well as the vast majority of strains of Serratia

marcescens and will add little to the perplex-

ing therapy of infections due to these two

organisms. Although not cleared for therapy

of acute urinary tract infections, TMP-SMZ
appears to be no more effective than already

available agents.

Future uses of TMP-SMZ include the treat-

ment of chloramphenicol- and ampicillin-re-

sistant typhoid fever and bacterial prostatitis

*Bactrim — Hoffman-LaRoche
;

Septra — Burroughs-Wellcome.

(the latter due to the good penetration of

TMP into the prostate gland).

A few caveats, however, must be noted. Re-

ports from Australia 1 of permanent impair-

ment of renal function using modifications of

the standard dose regimen of TMP-SMZ have

placed more limitations on the use of this

combination than the current package insert

or advertising brochures recommend. Al-

though mammalian cells are 50,000 times less

sensitive to TMP than bacterial cells, defects

in phenylalanine metabolism, 2 suppression of

thymidine uptake of human lymphocytes, 3

and reports of megaloblastic anemias in folate

compromised hosts should be kept in mind
when administering TMP-SMZ. TMP-SMZ,
therefore, should be considered contraindi-

cated in patients with megaloblastic anemias

or in patients that may be folate deficient.

The agent is not cleared for use in nor should

it be given during pregnancy.

Reported cases of thrombocytopenia and
neutropenia should lead the clinician to ob-

tain blood counts before therapy and at regu-

lar intervals during therapy in those patients

selected for long-term administration of TMP-
SMZ.

W.A.T.
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ACCELERATED ANGINA:

A NEW NAME FOR AN OLD DISEASE

An ancient disease modernized by new
terminology has permeated the coronary unit.

Identified variably as “unstable angina,” ac-

celerated angina,” “preinfarction angina,” or

“the intermediate coronary syndrome,” are

a group of patients whose pain syndrome

characteristically is of longer duration and
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increased frequency, is refractory to nitrogly-

cerine, and presents at rest. It is associated

with unstable T wave changes and with mini-

mal or no enzyme elevations.

Previous studies indicated poor medical re-

sponse and a high infarction rate. This has

encouraged many cardiac centers to urge im-

mediate coronary arteriography in these pa-

tients in order to select appropriate candi-

dates for emergency bypass procedures. Re-

cent reports, however, indicate that arterio-

graphy in patients with accelerated angina

is not without risk. In addition, the immedi-

ate surgical mortality is greater than in pa-

tients treated medically. Even more surpris-

ing is that late morbidity, ie myocardial in-

farction, is small in both medically and sur-

gically treated cases. The immediate outlook

for these patients is good, with early mortality

less than 6%. Thus coronary surgery during

the acute phase does not seem justified unless

medical response is refractory.

Medical therapy has seen increasing sup-

port for beta-adrenergic receptor blockade.

Previous therapy, including the use of anti-

coagulants, was rather empirical. The low

incidence of coronary thrombosis as a cause

of myocardial infarction precludes any value

of heparin except for prophylaxsis against

thromboembolism. Oral propranolol in suffi-

cient doses to lower pulse rates to 60 or be-

low has been beneficial in reducing the tachy-

cardia and blood pressure elevation frequently

noted to precede severe angina. Both tachy-

cardia and hypertension increase myocardial

oxygen consumption; hypoxia reduces the ejec-

tor efficiency of the left ventricle, thus per-

petuating a vicious cycle. Beneficial effects

of propanolol have been hemodynamically de-

fined even in the face of early left ventricular

failure. If ischemia can be relieved, the ven-

tricular dysfunction and thereby the ventricu-

lar failure can be improved.

Present medical therapy may give physi-

cians time to tide patients over the acute

phase, reduce the risk of emergency surgery,

and allow time for elective coronary arterio-

graphy to select those patients best suited for

eventual bypass.

M.G.C.

BACK TO THE HOUSE CALL, BROTHER!

Have you stopped to think, while shivering

in your office, with the thermostat turned

down to 65°, how the fuel shortage is going

to affect the little people?

How will the cut-back on fuel for cars, for

instance, make its impact on small business?

As a skier, I am not planning to take a week’s

vacation this year to travel to Vermont to ski

at Stowe or Mount Snow. I doubt if we
could make it all the way there and back,

even in my small car. I will probably, instead,

stay at home, relax, watch TV, have a few

dinners out, but otherwise conserve my gaso-

line for business only. If this decision is mul-

tiplied a hundred-fold for other skiers in our

area, this means that Vermont resorts will

suffer a decline in business, not only affecting

the resort owners, but also all those related

to the trade, the inn-keepers, the night club

owners, the rock groups, the gum-machine

operators, and even the orthopedic surgeons

that set all those broken legs that won’t hap-

pen because the skiers won’t be there to break

their legs!

Maybe you’re the type that travels south,

to soak up sun, play golf or bridge, swim in

the surf, do some deep-sea fishing or scuba

diving in Florida. Are you going this year?

What little people are going to suffer because

you’ve decided to stay home, watch TV, have

a few dinners out, etc.? Or have you been

looking forward to a trip west to see America

with your children? Will you wait another

year, because you don’t want to get stuck in

Kansas without gas? How will your decision,

multiplied hundreds of times, affect the small

businesses across the United States that de-

pend so heavily on the tourist trade?

I don’t know, but I suspect that we, as

physicians, will also be hit hard by the cut-

backs. In addition to freezing in our offices,

it is likely that many of our patients will find

it difficult to get to our offices if they don’t

have gas to run their cars. This may mean

that we will have to make more house calls.

After a decade of educating people that we

can serve them better in a fully equipped of-
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fice with adequate equipment, laboratory fa-

cilities, and support personnel, than trying to

help them by driving solo to their houses, it

may become necessary once again, to make
house calls. If it turns out that physicians

are designated as individuals with top priority

for fuel, not only in their offices to keep their

naked patients warm, but in their auto-

mobiles, I guess we had better prepare our-

selves for the inevitable decision: back to the

house call, brother, or the patient won’t get

service! Alas, we too are little people, giving

service, and if we are going to survive, we’re

going to have to respond to the need.

M.J.M.
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PROFESSOR HANLAN IS DEAD

Dr. Hanlan and I began to correspond after

his first essay about the experience of being

an incurable, dying patient appeared in the

Pennsylvania Gazette, Penn’s alumni maga-

zine. I asked him if he would consider our

journal for one of his papers since he should

be talking to doctors rather than just about

them. He said he would do it and he did. He
died just a few weeks after he sent his paper

to us.

Dr. Hanlan’s article begins

on page 70.

The October Pennsylvania Gazette de-

scribed his memorial service at which excerpts

from his last dictation were played: “I am not

belaboring asking myself, comma, quote, capi-

tal W, Why does this happen to me, question

mark, unquote. However, comma, I have two
children starting college and a 13-year-old

boy and I had expected to be able to see my
own children, comma, and hopefully the start

of grandchildren, comma, as a part of my own
life cycle, period.” His three children read

poetry, mostly their own, at his memorial
service which also featured guitar music.

His last essay was about the students hired

to help care for him when he was wheelchair

restricted, with arms partly paralyzed. One
was a pre-med student, bearded and blue-

jeaned, whose tenderness and lack of embar-

rassment at his sometimes intimate duties

convinced Mr. Hanlan that the student,

bearded or no, would make a good doctor.

We are privileged to publish Archie Han-
lan’s paper.

B.Z.P.

Jg V&

DR. HANLAN’S VIEW OF DYING

The article written by this articulate and
unfortunate patient is somewhat misleading

in its title. It deals not really with Amyotro-
phic Lateral Sclerosis as a disease but rather

with dying of a chronic disease. If one has

not read Elizabeth Kubler-Ross’ book, On
Death and Dying, or “Grand Rounds Sum-
mary,” JAMA 221:174-199, 1972, the article

by Dr. Hanlan may be more difficult to under-

stand. Dr. Hanlan is a man who is dying,

who is well aware of the fact, and who is show-

ing his reaction to this with some anger, bar-

gaining, and depression. His distress is un-

doubted and his own viewpoint is certainly

real as far as his feelings are concerned. His

desire to express the feelings of a dying pa-

tient and one who is doing so slowly, and with

intact mental powers, so that another profes-

sion can appreciate these, is to be commended.

The dilemma he expresses in his next to the

last paragraph is one that all physicians recog-

nize, ie, where is the best place to be sick, or

rather, where is the best place to be sick unto

death. The hospital is not always the best

answer to that question, but in this society

at this time this is the answer that is often

required by the family and the social structure

that exists. These questions are still, or per-

haps it should be said, are constantly under-

going re-examination, and for those who might

wish to further explore this subject, the above

book by Kubler-Ross and the article “Intima-

tions of Mortality— An Appreciation of

Death and Dying” by Charles D. Aring, M.D.,

Annals of Internal Medicine 69:137-152,

1968, are worth reading.

Thomas S. Vates, Jr., M.D.
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CARMI R. ALDEN, M.D.

It is with regret that we note the passing

of Dr. Carmi R. Alden October 14, 1973, at

the age of 76, after a long illness. A twelfth

generation descendant of John and Priscilla

Alden of Mayflower fame, he was born in

1896 in Whitman, Massachusetts.

Graduating in 1919 from Tufts University

School of Medicine, he served his internship

and residency training at Boston City Hos-

pital, later teaching at Tufts University

School of Medicine, eventually to become
Professor of Obstetrics and Gynecology. He
was also Chief of Service at Boston City Hos-

pital and Dedham Memorial Hospital. While

teaching and engaged in private practice, he

authored several papers in his field.

In 1959 he moved to Newark, Delaware,

where he practiced gynecology. A lung con-

dition requiring chest surgery in 1960 neces-

sitated some curtailment of his private prac-

tice. Subsequently, he became Chief of the

OB-GYN Out-patient Service for the Wil-

mington Medical Center, a position he held

until 1971.

He was a Diplomate of the American Board

of Obstetrics and Gynecology, a Fellow of the

American College of Obstetrics and Gyne-

cology and the American College of Surgeons,

a past president of the New England Ob-
stetrical Society, a former secretary of the

Obstetrical Society of Boston, and a member
of the AMA, the Medical Society of Dela-

ware, and the New Castle County Medical

Society.

While a resident of Massachusetts, he en-

joyed small game hunting and raising and
training hunting dogs. He also liked horses

and horseback riding. An enthusiast of coun-

try music, he played guitar with a small

group. He was an avid reader, especially in-

terested in history; his library included many
books about the Civil War, on which he was
an authority.

He is survived by his wife, Margaret, and

a son, Dr. John 0. Alden, of West Hartford,

Connecticut.
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DIETRICH KROLL, M.D.

The untimely death of this very personable

physician came as a great shock to the entire

community. Dr. Dietrich Kroll died suddenly

at his home in Surrey Park October 22, 1973.

Born in Tilsit, Germany, in 1933, he was
a graduate of the University of Hamburg
Medical School. Following internship at Ham-
burg University Hospital, he immigrated to

the United States in 1959, interning again in

Glen Falls, New York. He then came to the

Wilmington Medical Center where he was a

resident in Obstetrics and Gynecology, enter-

ing private practice in 1964. He was on the

staff of the Wilmington Medical Center and
St. Francis Hospital.

He was certified by the American Board
of Obstetrics and Gynecology, was a Fellow

of the American College of Obstetrics and
Gynecology, and the American Fertility So-

ciety, and a member of the American Medi-

cal Association, the Medical Society of Dela-

ware, the New Castle County Medical Society,

and the Delaware Academy of Medicine.

He enjoyed swimming, boating, fishing,

hunting, and foreign travel. He was strongly

oriented towards his home and family, and
spent his spare time in his basement work-

shop and garden.

Dr. Kroll was a very amicable, even-tem-

pered, conscientious physician who will be

sadly missed by his patients, colleagues, and
many other friends who came to know and
admire him during his relatively short asso-

ciation with us.

He is survived by his wife, Ursula; two

daughters, Bettina, 11 and, Christine 4; and
two sons, Andreas, 13 and, Stephen, 7; two

brothers, Klaus, of Toronto, Canada and Axel,

of Munich, Germany; and a sister, Mrs. Sa-

bine Killinger, also of Munich.
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PROCEEDINGS OF THE TENTH ANNUAL ROCKY

MOUNTAIN BIOENGINEERING SYMPOSIUM, edit-

ed by Donald Dick, Instrument Society of America,

Pittsburgh, Pa., 1973. 169 pp. Price $13.00.

It is very difficult to review the proceedings

of a meeting. First, this type of publication

covers a wide range of different topics on vari-

ous facets of a main subject. Secondly, it

contains only the abstracts or a summary of

each paper presented during the meeting and

therefore, insufficient information.

The Proceedings of the Tenth Annual

Rocky Mountain Bioengineering Symposium
presents research work which is mainly in the

areas of bio-instrumentation and data pro-

cessing techniques. Most of the included

deal with studies of instrumentation and/or

equipment and data processing methods on

some aspect of the neurological and cardio-

vascular systems. The report will, therefore,

be of interest to researchers in the areas of

medical instruments and artificial devices re-

lated to these physiological systems. There

is very little on the various biomechanical

subjects of bioengineering.

David Y. S. Lou, Ph.D.

Doctor Lou is Associate Professor, Mechanical and Aerospace
Engineering, at the University of Delaware.

£

THE SMELL OF MATCHES by John Stone, M.D., Rut-

gers University Press, New Brunswick, N.J., 1972.

77 pp. Price $4.75.

In the chest

in the heart

was the vessel

was the pulse

was the art

was the love

was the clot

small and slow

and the scar

that could not know

the rest of you
was very nearly perfect.

“Autopsy in the Form of an Elegy” is from

Dr. Stone’s recent collection of poetry. Dr.

Stone is a physician in Atlanta, Georgia, and
Assistant Dean at Emory University School

of Medicine. His poetry has previously ap-

peared in numerous literary journals; this is

his first published collection.

The varied and free poetic forms are remini-

scent of Leonard Cohen. The subject matter

of his work, however, is unique. There are

references to stethoscopes and refractive er-

rors, A-V blocks and hormones, carbolic acid

and bacteria. Poetry is a personal thing, and

this may or may not be your cup of tea.

Most poetry is romantic, and it is difficult

to be romantic about purulent discharges. Dr.

Stone is lyrical even to the point of acknowl-

edging his typist and critics in poetic form.

There are some charming poems in the book,

as his “A Note for Theodore Roethke:”

I will tell you what I know.

Sleep is quick, waking slow.

Words will work if said just so.

Even the smallest flowers grow,

and one by one the children know
what is now is now has been,

The eyes open but shut again.

By his book, I suspect that Dr. Stone is a

joy to chat with. I suspect that his insights

are delightful. His prose must surely be poe-

tic. But his poetry is not my cup of tea.

Stephen H. Franklin, M.D.

& % %

GENERAL UROLOGY by Donald R. Smith, M.D.,

Lange Medical Publications, Los Altos, Calif., 1972.

7th edition, 463 pp. Price $8.50.

General Urology is a book which was in-

tended primarily for the medical student and

for the medical practitioner who has not

specialized in urology. However, residents in

urology will also find it useful as it gives a

concise and bird’s-eye view of the entire field.

The author appears to place too much em-
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phasis on examination of the stained smear

of urinary sediment and too little on cultures:

“The stained sediment is all that it needed

to diagnose most cases of urinary tract infec-

tion. Bacteriologic cultures may be required

in patients who are acutely ill or in those

who suffer from chronic or recurrent disease.”

Although examination of the stained smear of

the urinary sediment gives valuable informa-

tion, there are two major sources of error,

which the author fails to point out. One
source of error is that the bacterial count must

be approximately 30,000 per ml before bac-

teria can be found in the sediment, and there

are many circumstances, in the presence of

infection, which can reduce the bacterial

count to numbers less than 30,000. Another

error is that voided urine from the female

contains many thousands of lactobacilli and

corynebacteria and these are seen under the

microscope, though the cultures are reported

as negative.

In the space that is available in a book of

this size, the author has given a very precise

account of the various urologic diseases and

the following chapters appear to be particu-

larly well written: Embryology of the Geni-

tourinary System, Urinary Obstruction and

Stasis, Vesicoureteral Reflex, and the Neuro-

genic Bladder.

There is a good and selected list of refer-

ences at the end of each topic, and the illus-

trations are excellent. This is a very useful

book for medical students, family practition-

ers, and urologists.

Zahur Ahmed, M.D.

% Vi

OUR BODIES, OURSELVES — A Book by and for

Women by the Boston Women’s Health Collective,

Simon and Schuster, New York, 1973. 276 pp.

Price $8.95 cloth, $2.95 paperback.

This book, subtitled “a book by and for

women,” is a collection assembled by the Bos-

ton Women’s Health Book Collective, what-

ever that is— the organization sounds a bit

frightening. The book consists of fifteen chap-

ters and is illustrated with drawings, photos,

poems, explicit diagrams. It is the best lay

book I have read since women began writing

their own gynecologic texts. It is a good book
for doctors to read, because the women’s liber-

ation movement will almost certainly remain
after other aspects of the cultural revolution

of the last quarter of this century lose steam.

I admit that it distresses me to find that so

many women feel the need for informed am-
munition to help them resist traditional but
to them nefarious practices of their physicians.

However, just as the era of unlabeled prescrip-

tions concocted of multiple, secret ingredients

is over, the era of full and informed consent

of patients is definitely here. And by and large

the facts in this book are accurate, even if

the passion is occasionally overwrought.

Recently I had an active women’s libber

seek me out because she felt that only a

women physician would be at least relatively

acceptable. Twice I picked her drape off the

floor, not realizing at the time that she was
throwing it there. Although careful draping

to minimize exposure has been taught since

male physicians were first permitted to ex-

amine women’s genital areas, it now seems
that this ritual is condemned as an indication

that women’s bodies are considered shameful

by male physicians, and something to be kept

covered. Ridiculous? Let me remind you
that the root of our words pudendum and
pudendal is the Latin pudenus, meaning “to

be ashamed of, shameful.” Maybe the ladies

have a point.

Another reviewer (Dr. F. Norman Vickers,

ASIM News) said, “not recommended for the

sheltered female who wishes to remain un-

shocked and sheltered.” The same reserva-

tion might be made for doctors. You may be

irritated, even shocked, but if you believe that

in knowledge is power, please read this book.

It will help you help women.

It’s available by the dozen at a 70% dis-

count, certainly a hefty cut, or 88.5 cents

per copy, “to clinics and other groups provid-

ing health counseling services.” I wonder if

that means that doctors may not buy it at

this rate? It would certainly be a friendly

gesture for new patients of a gynecologist who
wants to show his empathy with the ladies.
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This empathy, necessary to an easy and pro-

ductive doctor-patient relationship, ain’t what

it used to be, according to these women, and,

in fact, never was.

Bernadine Z. Paulshock, M.D.

Vi % Vi

MEDICAL WRITING by Morris Fishbein, M.D., 4th

edition, Charles C. Thomas, Springfield, III., 1972,

203 pp. Price $9.75.

Dr. Fishbein really knows of what he

speaks; he had more than 35 years of editorial

experience with the JAMA, a marvelously fin-

icky journal. Some of this book’s lessons are

presented in the form of verbatim reproduc-

tions of what Fishbein quite directly calls

“atrocities.” In the section on the improper

use of the word “we” this delightful sequence

is recounted. “Feeling as we do, we have

ceased to employ it unless for some exceptional

reason,” was changed by the editor to, “The
hospital staff has ceased to use radium unless

for some exceptional reason.” The author,

when correcting proofs, rechanged it to, “Per-

sonally we have ceased to use radium unless

for some exceptional reason.” The manuscript

editor then suggested, “Radium is no longer

used in the clinics at the New York Post-

Graduate Medical School and Hospital,” and
sent it back to the author with an expia-

tion that the editorial staff was bound to get

rid of the plural pronoun “we.” The irate

author then protested that his meaning had
been changed by the phrase “is no longer

used” and, finally, came up with the accept-

able sentence, “Personally, I have ceased to

use radium. ...” (I think I would further

have edited it to, “I have ceased using ra-

dium.” but even Fishbein’s crew must have

their limits.)

The list of accepted plurals is presented

without explanation: formulas, but sequelae,

meatuses but striae, corneas but vertebrae, etc.

Suggested for any writer physician who cares

that his medical prose is good, be it in his

progress notes or letters to colleagues. For a

doctor contemplating submissions for medical

publication, a few hours spent with Medical

Writing, the Technic and the Art, will increase

the chance of acceptance.

Bernadine Z. Paulshock, M.D.

Vi Vi Vi

FRONTIERS OF HORMONE RESEARCH, edited by

R. Hall, Inna Werner and H. Holgate, S. Karger,

New York, 1972. 196 pp. Price $12.50.

THYROIDITIS AND THYROID FUNCTION by P. A.

Bastenie and A. M. Ermans, Pergamon Press, Elms-

ford, N.Y., 1972. 347 pp. Price $35.00.

Published in Switzerland, the first book

noted above is a verbatim transcript, includ-

ing questions and discussions, of a Workshop
Conference on Thyrotrophin Releasing Hor-

mone, held in Basel several years ago. The
jacket contains a summary of the meat of the

conference: It was decided that TRH is a

suitable substance to be employed in estimat-

ing the TSH reserve of the pituitary, and it

was further noted that there seems to be evi-

dence that it may not only be a releasing fac-

tor but a synthesizing factor as well. Other

conclusions of the meeting were that the TRH
effect can also be determined indirectly by
measuring T3 ,

T4 ,
and PBI and that by using

the radioiodine test, it is possible to check the

response of the thyroid gland induced by TSH-
release. The synthesis of releasing hormones

offers to the scientist as well as to the practi-

tioner new and valuable tools for the under-

standing of physiological phenomena, diagnos-

tic use, and probably later on for therapeutic

purposes.

Thyroiditis and Thyroid Function, sub-

titled Clinical Morphological and Physiopath-

ological Studies, is a compendium of new and

important thyroid research. Just as the hypo-

thalamus is “in” as the fountainhead of initi-

ating hormones, so is autoimmune disease “in”

as a unifier of diverse diseases, including af-

flictions as physiologically diverse as hypothy-

roidism and hyperthyroidism. Previous pub-

lications have been contradictory and confus-

ing. This work, also almost entirely by Euro-

peans, is a summation of unifying concepts, at

present of interest primarily to thyroid phy-

siologists but probably very soon to be trans-

lated into unifying clinical concepts.

Bernadine Z. Paulshock, M.D.
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Speakers on
“Ask the Doctor”

In the News

Annual Meeting

FP Exam

Cancer Study

Grants

Speakers for March, 1974 on the Tuesday radio program (11:05 a.m.

WDEL) produced by the Medical Society of Delaware are: March 5,

William D. Johnson
,
M.D., Obstetrical Analgesia and Anesthesia; March

12, Charles F. Richards, M.D., Hernia; March 19, Christopher R. Donoho,
Jr., M.D., Arthritis; March 26, 1974, James G. Waddell, M.D., Trauma.

Marjorie J. McKusick, M.D. has been named a member of the Executive

Board of the newly founded Delaware Valley Society for Adolescent

Health. This group will sponsor a meeting entitled “Drug Abuse in the

Schools: A Chronological and Cross Cultural Perspective,” April 17, 1974,

four to seven p.m. in the Mandell Theater of Drexel University, Phila-

delphia.

Henri F. Wendel, M.D. has been reappointed to the AMA Council on
Environmental, Occupational and Public Health.

The Delaware Chapter of the American Academy of Family Physicians

will hold its 22nd Annual Meeting, April 6, 1974 in the Academy of Medi-
cine Building, Wilmington. Speakers for the one-day meeting will be

William H. Masters, M.D. and Virginia Johnson, Director and Co-

Director of the Reproductive Biology Research Foundation, St. Louis,

Missouri. Their topic will be “Rapid Treatment of Sexual Dysfunction.”

Registration fee is $10 per person and lunch is $2.50 per person.

The American Board of Family Practice will give its next two-day written

certification examination on October 19-20, 1974. Sites announced thus

far are San Francisco, Atlanta, Houston, Chicago, and New York. For

information write to Nicholas J. Pisacano, M.D., Secretary, American

Board of Family Practice, Inc., University of Kentucky Medical Center,

Annex No. 2, Room 229, Lexington, Kentucky, 40506. Please note that

it is necessary for each physician desiring to take the examination to

file a completed application with the American Board of Family Practice

office. Deadline for application is June 15, 1974.

The Yamagiwa-Yoshida Memorial International Cancer Study Grants

are supported by funds made available by the Japan National Committee
for the International Union Against Cancer (UICC). These grants are

available only for study outside the grantee’s country of residence be-

cause they are intended to accelerate and encourage international collabor-

ative activities. They will be awarded for periods not exceeding ninety

days. They are designed to enable investigators of any nationality to

gain experience in, or make comparative studies of, special techniques in

both the biological and clinical aspects of cancer research. The quarterly

closing dates for reception of applications will be March 31, July 31,

October 31, and December 31 of each year. For applications and addi-

tional information write to: The International Union Against Cancer,

P.O. Box 400, 1211 Geneva 2, Switzerland.
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CLINICAL NOTICES AND MEETINGS

Rural Health The American Medical Association will hold its 27th National Conference on Rural
Health, April 25-26, 1974 at the Detroit Hilton in Detroit, Michigan. The theme of

the meeting will be “Rural Health Is a Community Affair.” For information write

to Bond L. Bible, Ph.D., Department of Rural Health, AMA, 535 North Dearborn
Street, Chicago, Illinois, 60610.

Foreign Medical

Graduates
The Philadelphia County Medical Society is holding a symposium entitled “In-

tegration of the Immigrant Foreign Medical Graduate into the American Medical

Scene,” March 21, 1974. For registration information write to Ronald E. Cohn,

M.D., Philadelphia County Medical Society, 2100 Spring Garden Street, Phila-

delphia, Pennsylvania, 19130.

Cancer Conference The Xlth International Cancer Congress will begin in Florence, Italy, October 20th,

The Congress will include four conferences in Florence, two in Montecatini, one

each in Lucca, Perugia, Pisa, and Siena. The Congress will provide transport

services for Congress members by special buses and train for travel between con-

ference cities. For information contact: American Cancer Society, Delaware Chap-

ter, 1925 Lovering Avenue, Wilmington, 19806 (654-6267).

Heart Conference The American Heart Association is sponsoring “Three Days of Cardiology” April

17-19, 1974 at the New Marriott Inn, Pittsburgh, Pennsylvania. The topic will

be “Physiologic Principles of Heart Sounds and Murmurs—1974.” For informa-

tion contact: Mr. George E. Stewart, Jr., American Heart Association, 44 East

23rd Street, New York, New York, 10010.

Surgical Meeting The American College of Surgeons will hold its second annual Spring Meeting in

Houston March 25-28, 1974 at the Albert Thomas Convention Center and the Hyatt

Regency Hotel. Nine-hour postgraduate courses will be supplemented by two days

of symposia, panels, lectures, and motion pictures. For information write to Dr.

Edwin Gerrish, Assistant Director, American College of Surgeons, 55 East Erie

Street, Chicago, Illinois, 60611.

OB-GYN Meeting The 22nd Annual Clinical Meeting of the American College of Obstetricians and

Gynecologists will be held April 29-May 2, 1974, in Las Vegas, Nevada. The

meeting theme will be “The Conquest of Breast Cancer.” Registration fee is

$125.00. For information write to Mr. Donald F. Richardson, Associate Director,

The American College of Obstetricians and Gynecologists, One East Wacker Drive,

Chicago, Illinois, 60601.

EEG Meeting The American Electroencephalographic Society will hold its 28th Annual Meeting

July 25-27, 1974 at the Seattle Center, Seattle, Washington. The meeting will be

preceded by a three-day Course in Clinical Electroencephalography. The Program
Chairman has issued a call for papers to be presented at the Scientific Sessions.

Instructions for presentation of abstracts, applications, and further information

may be obtained by writing to Mrs. Margaret H. Henry, Executive Secretary, The
American EEG Society, 4137 Erie Street, Willoughby, Ohio, 44094.

Pediatric Meeting The American Academy of Pediatrics’ Annual Spring Session will be held April

22-25, 1974 at the Americana Hotel in Bal Harbour, Florida. The scientific ses-

sions will feature discussion on a variety of topics including learning disabilities,

trauma, care of the burned child, advances in immunization, and the effects of

televised violence on children. For information contact Mr. Ed Kittrell, Depart-
ment of Communications, American Academy of Pediatrics, 1801 Hinman Avenue,
Evanston, Illinois, 60204.
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Industrial Health The 1974 American Industrial Health Conference will be held April 28-May 2,

1974 at the Americana Hotel in Bal Harbour, Florida. The conference is com-

prised of the annual meetings of the Industrial Medical Association and the

American Association of Industrial Nurses. Registration is open to anyone having

an interest in the health of the working population. For information contact Ms.

Doris Flournoy, American Industrial Health Conference, 150 North Wacker Drive,

Chicago, Illinois, 60606.

University Lectures The Department of Biological Sciences, Division of Health Sciences, and the College

of Graduate Studies of the University of Delaware are holding a series of lectures

on mammalian embryology: April 19, Regulation of Cell Fusion in Muscle Culture;

April 23, Mosaics and Chimeras in Mice; and May 3, Biochemical Aspects of Pre-

implantation Mouse Development. All lectures will be held in Wolf Hall, Room 205,

at 4:00 p.m. For further information contact Dr. Richard J. Tasca, Department
of Biological Sciences, University of Delaware, Newark, 19711 (738-2277).

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisements are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members.

OFFICE FOR RENT: Lombardy Medical Center,

Wilmington. 748 square feet, waiting room, con-

sultation room, 2 examining rooms, business of-

fice, 2 rest rooms, and 1 small room (for lab or

fluoroscope). For further information call Mar-

cia Tucker (478-3037).

INTERNIST: With a sub-specialty of Gastroenter-

ology. Will complete training July 31, 1974, at

Albany Medical College of Union University, Al-

bany, New York.

BR.O
608 N. UNION STREET
Wilmington, Delaware

PHONE 652-0300
SURGICAL, ORTHOPEDIC and PROSTHETIC APPLIANCES

|~B CERTIFIED
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V V hen you determine that the

depressive symptoms are associated

with or secondary to predominant

anxiety in the psychoneurotic

patient, consider Valium (diazepam)

in addition to reassurance and

counseling, for the psychotherapeutic

support it provides. As anxiety is

relieved, the depressive symptoms
referable to it are also often relieved

or reduced.

The beneficial effect ofValium is

usually pronounced and rapid.

Improvement generally becomes

evident within a few days, although

some patients may require a longer

period. Moreover, Valium (diazepam)

is generally well tolerated. Side

effects most commonly reported are

drowsiness, ataxia and fatigue. Caution

your patients against engaging in

hazardous occupations or driving.

Frequently, the patient’s symptoms
are greatly intensified at bedtime.

In such situations, Valium offers an

additional advantage: adding an h.s.

dose to the b.i.d. or t.i.d. schedule

can relieve the anxiety and thus

may encourage a more restful

night’s sleep.

symptom complex

toValium (diazepam)

Precautions: If combined with
other psychotropics or anticonvul-
sants, consider carefully pharma-
cology of agents employed

;
drugs

such as phenothiazines, narcotics,

barbiturates, MAO inhibitors and
other antidepressants may poten-
tiate its action. Usual precautions
indicated in patients severely de-

pressed, or with latent depression,
or with suicidal tendencies. Observe
usual precautions in impaired renal

ROCHE

or hepatic function. Limit dosage to

smallest effective amount in elderly

and debilitated to preclude ataxia

or oversedation.

Side Effects: Drowsiness, con-

fusion, diplopia, hypotension,

changes in libido, nausea, fatigue,

depression, dysarthria, jaundice,

skin rash, ataxia, constipation, head-
ache, incontinence, changes in sali-

vation, slurred speech, tremor,
vertigo, urinary retention, blurred

vision. Paradoxical reactions such

as acute hyperexcited states, anx-

iety, hallucinations, increased mus-
cle spasticity, insomnia, rage, sleep

disturbances, stimulation have been

reported; should these occur, dis-

continue drug. Isolated reports of

neutropenia, jaundice; periodic

blood counts and liver function tests

advisable during long-term therapy.

Valium*2-mgj 5-mg, io-mg tablets

(diazepam)
Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley. N.J. 07110
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PARADISE LOST

Recently, I visited a family in an affluent

suburb. Their large, spacious house needed

paint, and the lawn needed attention— but

basically it was a lovely home. The lady of

the house answered the door and introduced

me to the other members of the family. Both

parents smoked, were overweight, and did not

appear fit. There were several children, who
seemed to have too many toys and too little

discipline. The relationship between the

children and the adults seemed lacking in

warmth. The family seemed more fragmented

than integrated. The children did not seem

to be happy but were restless and irritable.

One of them was eating packaged food and

wasting half of that. Two children were

watching television as though hypnotized.

Few books were visible in the house, and those

present seemed quite superficial.

The father was a harried, tense individual.

He was expensively dressed, yet, not well

dressed. He did not seem to want to discuss

his work but was looking forward to retire-

ment. Preoccupation seemed to describe him
best. Perhaps if he kept busy enough he would

not have to think of the really important is-

sue— that might be too threatening. He also

seemed a bit depressed, (unexpressed anger

may manifest itself in depression) and he was
angry.

The wife was working in the kitchen where

she had many gadgets, but most were in need

of repair. She was looking forward to their

next vacation and readily admitted that her

everyday life was not fulfilling.

No one in the family was really ill, but they

all admitted to being unwell, and took various

medications. I noted bottles of tranquilizers,

sedatives, antidepressants, vitamins, plus

other bottles of Cope, Excedrin, and Sominex.

They were disappointed that the medication

had not made them feel better.

The family readily discussed their unpaid

bills because they had long ago expressed a

preference for deficit spending as the only way
to maintain their style of life.

As I left the house, the grandfather walked

to the door with me. With tears in his eyes

he said, “It is tragic that our home has come
to this.” He stated that in a way he was

glad that his wife had not lived to witness

this scene.

As I walked away from the house, I noticed

that over the doorway of the house above was

the word “Canada” and on the mailbox of the

house below was the word “Mexico.”
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What’s chiyour
patient’s face...
maybemoreimportant than
his chiefcomplaint

Patient ET.* seen on
3/29/67 shows typical

lesions of moderately

severe keratoses. Note
residual scarring on
ridge of nose from pre-

vious cryosurgical and
electrosurgical

procedures.

Patient ET.* seen on
6/ 12/67, seven weeks
after discontinuation

of 5% FU cream. Re-
action has subsided.

Residual scarring not

seen except that due
to prior surgery. In-

flammation has cleared

and face is clear of

keratotic lesions.

*Data on file,

Hoffmann -La Roche
Inc., Nutley, N.J
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HORMONAL PROFILING IN THE DIAGNOSIS

AND TREATMENT OF ESSENTIAL HYPERTENSION

John H. Laragh, M.D.

The High Blood Pressure Problem

Hypertension is a condition with devastat-

ing consequences. It is the most significant

known risk factor in the development of

strokes, congestive heart failure, atheroscler-

osis, and renal failure. It is also one of the

most significant of all predisposing factors for

coronary heart disease and myocardial infarc-

tion. It is thus the leading single risk factor

for causing all illness and death.

Although the precise etiology of every form

of hypertension remains to be settled, it seems

incontrovertible that several endocrine factors,

and particularly thqse subsumed under the

renin-angiotensin-aldosterone system, play a

key role in all or most of them. Just as clear-

ly established is the role of dietary salt. The
central nervous system is also undoubtedly

an additional factor, but its role is less well

established than that of the others. So inter-

twined are these variegated factors that it is

difficult at times to separate cause from effect

in this tangled etiological skein. Yet, when
we begin to sort out the various strands that

have been emerging over the past few years,

certain basic patterns become quite clear.

The first of these is that essential hyper-

tension, contrary to long-held belief, is not

Dr. Laragh is Professor of Clinical Medicine, Columbia Univer-
sity College of Physicians and Surgeons.

Presented at the 184th Annual Meeting of the Medical Society
of Delaware, October 27, 1973.

a unitary syndrome, but a complex, biochemi-

cal multiform, one that may be categorized

into three separate types on the basis of renin

activity, another three distinct types on the

basis of aldosterone levels, or a total of nine

(theoretically) distinguishable types when the

various possible permutations in renin/aldos-

terone relationships are taken into account.

Significantly, eight of the nine theoretical

variations have been seen clinically.

A second general pattern emerges when one

considers two of the physiologic factors most
immediately involved in the hypertensive pro-

cess, that is, the degree of vasoconstriction

and vascular volume. Looking at these, it is

plain that hypertension falls into two polar

groups, one in which excessive vasoconstriction

(relative to volume) is the primary aberration

and sustaining factor, and a second in which

excessive volume expansion (relative to vas-

cular capacity) is the primary initiating and

sustaining factor. Between these two extremes

of the spectrum, lie a series of combinations of

these two factors, or what might be termed a

series of inappropriate summations of the two.

Both the two polar forms and the range of

intermediate ones, we now feel, are explain-

able in terms of endocrine aberrations, albeit

quite subtle ones. All of the merging pat-

terns, moreover, apparently have important

therapeutic and prognostic implications. The
discovery that hypertension embraces a spec-
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trum of conditions, each analyzable in terms

of specific renin and aldosterone aberrations,

offers in practice a more comprehensive under-

standing of the individual patients and the

basis for more rational and individualized

treatment, and therefore more reasonable

prognostication.

The Renin-Aldosterone Axis in Hypertension

The various pieces of the puzzle began to

fall into place in 1955 following the discovery

of the adrenal cortical hormone, aldosterone,

and with the subsequent appreciation that it

was responsible for the regulation of sodium

balance in the body. Because of its intimate

role in maintaining sodium homeostasis it was

reasonable to assume that it might also figure

in hypertension. Before this question could

be examined it was necessary to develop a

means of measuring this hormone accurately,

since it is present in the blood in only nano-

gram amounts of 1/10,000th of the amount

of cortisol. This difficulty was worked out

with the aid of Drs. Stanley Ulick and Sey-

mour Lieberman, when we developed a tri-

tium-carbon double label method for measur-

ing the aldosterone excreted into urine. Using

this very precise technique, we found that

urinary aldosterone excretion in normal sub-

jects could range from 20 to 200 mg/day, and

varied inversely with salt intake.

Turning next to a series of patients with a

variety of hypertensive diseases, we discovered

that those with benign hypertension had es-

sentially normal aldosterone levels, those with

primary aldosteronism (Conn’s syndrome)

had markedly elevated levels from 500 to

1500 mg/day, and patients with malignant

hypertension had even more strikingly ele-

vated levels of the hormone ranging upwards

as high as 10,000 mg/day.

Yet an excessive aldosterone secretion, ap-

parently, is one of the few features uniting

these two hypertensive conditions. However,

primary aldosteronism is usually a relatively

benign condition and has a long evolution. It

is cured by surgical removal of the offending

adenoma in the adrenal cortex. Malignant

hypertension, by contrast, is quite different

both clinically and pathologically. It is marked

by a necrotizing arteriolitis; victims do not

have adrenal adenomas and total adrenalec-

tomy is of no special benefit in lowering blood

pressure.

Why then do patients with malignant hy-

pertension secrete such staggering amounts

of aldosterone? Logically, it would appear

that the adrenals receive some extra-adrenal

stimulus calling forth this augmented aldos-

terone production. Since the kidney itself is

presumably the major source of pathologic

change in this situation, it seemed reasonable

that there might be some involvement of the

renal pressor system, ie, renin and the power-

ful pressor substance, angiotensin, which it re-

leases in the blood.

To test this possibility we infused angio-

tensin II into normal subjects. The result

was a 50 to 250% rise in aldosterone produc-

tion. We found, moreover, that no other pres-

sor agent of the catecholamine series had this

effect. This, then, proved a newly discovered

hormonal system— the renin-angiotensin-al-

dosterone system— that provided an endo-

crinal interaction between the adrenals and

kidneys, apparently unmodulated by the pit-

uitary as is the case in other more classic

endocrine mechanisms.

Reasoning further, we hypothesized that

the basic factor in malignant hypertension is

the excessive release of renin into the plasma.

The renin then acts upon a plasma substrate

formed in the liver to produce angiotensin,

which, in turn, not only raises the blood pres-

sure but also signals the adrenal cortex to re-

lease additional aldosterone. (Figure 1)

In the normal patient the aldosterone would

induce relative salt retention by the kidney,

leading to expansion of the blood volume and,

accordingly, the initial signal for renin release

would be nullified, ie, the feedback loop would

be closed with the correction of sodium homeo-

stasis.

In malignant hypertension, however, the

feedback loop fails to close because the kidney

has been damaged to the point that it responds

inappropriately. Instead of ceasing to secrete

excessive renin, it continues to put out more

than is needed, resulting in a continuation of
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the excessive angiotensin release, and this, in

turn, augments and maintains the excessive

aldosterone production. The outcome, inevit-

ably, is still greater vascular damage as the

ungovemed mechanism continues to over-

speed, leading ultimately to necrotizing ar-

teritis and death.

There are three main lines of evidence at-

testing to the validity of the hypothetical con-

struct that the basic defect in malignant hy-

pertension is an endocrinal feedback loop con-

verted into a vicious cycle.

The first is the showing that injection of

neither renin nor aldosterone alone has any
serious effect upon an animal, while an injec-

tion of both substances is followed by vascu-

litis and death (in most animals and usually

within 24 hours).

A second piece of evidence arguing for our

hypothesis comes from studies in the Gold-

blatt dog which indicate that the animal with

benign chronic hypertension has normal renin

and aldosterone levels. But when the clamps

are tightened to produce malignant hyperten-

sion (followed by vasculitis and death in most

animals), both renin and aldosterone levels

become very high.

But the most compelling arguments for

this thesis come from clinical experience itself.

It has been clearly shown that bilateral neph-

rectomy almost always converts the malignant

hypertensive into a benign one and, at the

same time, reverses the necrotizing arteritis

that characterizes the former. This clearly

suggests that the excessive renin and aldos-

terone in malignant hypertension have some

role in the production of the necrotizing

arteritis.

The practical implications of the kinetics

of the renin-angiotensin-aldosterone axis can

be illustrated in numerous clinical situations.

The patient who has demonstrable aldoster-

onism, or good evidence of it such as hypo-

kalemia, for instance, and who is then put on

a low salt diet and still proves to have very

low renin in the face of very high aldosterone,

invariably proves to have adrenal hyperten-

sion— ie, the blood pressure elevation arises

from autonomous adrenal cortical oversecre-

tion.
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If, on the other hand, our hypothetical pa-

tient proves to have high renin activity, it is

a foregone conclusion that the primary fac-

tor is renal (rather than adrenal) and that

the aldosterone excess is secondary to renal

disease.

Pseudoprimary Aldosteronism

But at times clinical findings are quite puz-

zling: they may be made to fit our theoretical

etiologic constructs, but the outcome of estab-

lished therapy is paradoxical. An illustration

of this is a case which we diagnosed as adrenal

cortical hypertension. The patient was a 36-

year-old woman who presented with a seven-

or eight-year history of hypertension. Her

picture was typical of the triad of Conn’s syn-

drome: severe hypertension, aldosterone ex-

cess, and low renin— all clearly suggesting an

adrenal cortical adenoma. Balance studies

done at various levels of sodium and potas-

sium intake confirmed these findings.

At surgery the patient was found to have

bilateral adrenal cortical hyperplasia rather

than a discrete tumor, and a total adrenal-

ectomy was therefore done. Postsurgical re-

sults, however, were quite disheartening. The
blood pressure was lowered not at all, despite

the fact that the hypokalemia disappeared.

The aldosterone level fell to zero, and the

renin value became normal.

Thus, it appears that adrenal hypertension

involving aldosterone excess from bilateral

adrenal hyperplasia (we call this pseudopri-

mary aldosteronism) is biologically distinct

from the same pathologic condition arising

from an adenoma. The latter, as has been

noted, is cured by removal of the adenoma.

But in the former, even when we correct the

biochemical defect, we are unable to alter all

of the pathologic process.

Renovascular Hypertension

Goldblatt (or renal vascular) hypertension

in man likewise presents a number of para-

doxes. The typical patient has hypertension

of recent onset which develops at an inap-

propriate age (under 20 or over 50). There
is a negative family history. There may also

be a history of trauma to the kidneys shortly

before onset. Polyuria, polydipsia, and weight

loss may be manifest; the malignant syndrome
may appear. An abdominal bruit may or may
not be present, but its absence in this setting

should not deter one from additional diagnos-

tic procedures, such as angiography.

But, as with adrenal hypertension due to

bilateral hyperplasia, we often seem able to

wipe out the cause without effecting a cure.

According to the cooperative study the na-

tional cure rate for renovascular hypertension,

even with careful work-up, is apparently only

about 50 to 60%.

Analysis of our series of 25 patients cured

by either nephrectomy or arterial repair

showed that those who had had a normal

plasma renin had less than a 50% chance of

cure, while those with renin clearly above

normal were all cured with renal surgery.

The reason for this phenomenon is unclear.

But one factor perhaps not always fully ap-

preciated is that a large percentage of those

patients have occult disease in the contra-

lateral, ostensibly uninvolved, kidney. We
have found, for example, using renal vein

renin determinations, that the uninvolved

“better” kidney in these patients may often

be secreting significant amounts of renin.

Clearly implicit in these findings may be

the need for some modification of the criteria

used for selecting renal vascular patients for

surgery. The two major factors apparently

should be: (1) The demonstration of a high

peripheral plasma renin level in relation to

sodium excretion. This is prima facie evi-

dence of hypersecretion. (2) The concomit-

ant demonstration of “winking,” ie, one kid-

ney is supplying the entire renin output while

the other supplies none. That is, there is

complete contralateral renin suppression. (3)

A third supportive criterion is the demonstra-

tion of a reduced blood flow in the suspect

kidney. This can be determined from equa-

tions we have developed using the peripheral

and renal renin values.

Oral Contraceptive Hypertension

Another point concerning the renin-angio-
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tension-aldosterone mechanism that may be
worth emphasizing is the fact that it neces-

sarily implies the existence of a multiplicity

of points at which a rate-limiting factor may
be added or subtracted. This is seen in the

patient with liver disease who is unable to

make the necessary renin substrate and con-

sequently has a low circulating angiotensin

level, a low aldosterone, and a low blood pres-

sure.

A practical example of the converse, ie, hy-
pertension associated with an excess of renin

substrate, is that of a 33-year-old woman who
came to us a few years ago with severe hyper-

tension. Her work-up and angiogram were
unproductive. But at some point she men-
tioned that she had been taking an oral con-

traceptive (Enovid-E — Searle) for five years.

With no real knowledge of what effect it

might have at that time, we advised her to

discontinue it.

She returned some three months later at

which time she was normotensive but also

very anxious to use the pill once more. This

time we put her on another preparation

(Ortho-Novum— Ortho

)

and took the pre-

caution of doing careful before and after

studies. These showed clearly that the oral

contraceptive was associated with an enorm-
ous rise in renin substrate and a consequent
rise in plasma renin, a rise in aldosterone se-

cretion and hypertension (200/130 in this

case).

This striking phenomenon, fortunately, is

quite rare and is reversible in most cases.

But several hundred such cases have now been
reported. This illustrates an instance in which
too high a level of renin substrate can disturb

the normal hormonal feedback loop regulating

blood pressure and cause hypertension. Re-
cent studies, of course, have confirmed that
oral contraceptives do, in fact, act to raise the
blood pressure somewhat in many users, but,

on the average, the increase is usually so

slight that it goes unnoticed in most cases.

The Essential Hypertension Problem

Having come to the point of demonstrating
the hormonal mechanisms involved in the most

severe forms of hypertension, it was natural

to suspect that more subtle abnormalities in

this hormonal circuit might be operative in

these more common and less severe forms of

the disease. Using further improved aldos-

terone and renin assay techniques, we evalu-

ated both against an index of salt balance in

a group of 52 normal volunteers and in a

group of 219 patients with essential hyper-

tension. This, it will be appreciated, was a

logical procedure since dietary salt is known
to play a key role in hypertension. Further-

more, whether a given level of renin or aldos-

terone should be considered abnormal actu-

ally depends upon the level of salt intake, or

more precisely, the sodium balance at that

point. (Figure 2)

Accordingly, we first drew up a set of nomo-
grams showing the values for both renin and

aldosterone for differing levels of salt intake.

When we compared the values of the essential

hypertensives with those of the normal pa-

tients, it was apparent that those of the

former fell into three renin categories— high,

normal, and low. Some 18%, we found, had

high renin levels, 26% had a reduced level,

while 54% fell into the normal range.

It was equally apparent that the essential

hypertensives fell into three similar patterns

when aldosterone excretion was considered.

About 60% had values which appropriately

followed the renin levels with the exceptions

defining categories of abnormally high aldos-

terone.

When we further subdivided these patients

on the basis of both renin and aldosterone

levels, we found that they fitted a total of

eight of nine theoretical combinations. This

would clearly suggest that there could, in fact,

be as many as eight different biochemical sub-

types of essential hypertension.

By far the most common hormonal pattern

was normal renin and normal aldosterone,

found in from 36 to 54% of our patients (de-

pending on the strictness of the criteria used).

Only a very small fraction of these patients

with normal renin showed any deflections up-

ward or downward in aldosterone secretion.

In the low renin hypertensives, also, nearly
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FIGURE 2

all showed normal aldosterone levels, but 8%
had a reduced excretion rate.

On the other hand, absolutely increased

aldosterone production in the face of sub-

normal plasma renin activity was infrequently

seen. This pattern is suggestive of primary

aldosteronism. Moreover, the few patients

in this subgroup showed only a modestly ele-

vated aldosterone level and no evidence of

hypokalemia. No exploration was done in

these patients as experience has shown that

they do not have typical adenomas and their

hypertension is not affected by either partial

or total adrenalectomy.

Some 14 to 21% of the essential hyperten-

sives may exhibit abnormally elevated plasma
renin levels. In all of these instances the

aldosterone excretion rate was either normal
or somewhat elevated. None of the patients

showed a reduced aldosterone excretion in the

presence of high plasma renin.

Low Renin Essential Hypertension

There is good circumstantial evidence to

suggest that low-renin essential hypertensives,

who may comprise some 30% of the total es-

sential hypertensives, have a chronic expan-

sion of plasma and extracellular fluid volumes.

These patients, accordingly, usually respond

to diuretics. They have, moreover, lower

blood urea levels than do essential hyperten-

sives with normal renin. These findings

when considered in conjunction with the fact

that plasma renin activity is normally in-

versely related to salt and water balance, sug-

gest that the low renin level in most of these

patients is indicative of a volume-expanded

state (except in instances of a defect in renal

secretion)

.

A number of mechanisms are known to be

capable of producing an expanded fluid volume

hypertension. In animals, for example, chronic
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ingestion of a high sodium diet has this ef-

fect, but the amounts of salt required greatly

exceed those used by man on a weight ad-

justed basis. At any rate, hypertension pro-

duced by this mechanism would be expected

to be accompanied by renin and aldosterone

levels below normal. In practice, as noted,

this pattern is seen in about one-third of pa-

tients with low renin essential hypertension.

A second possible mechanism for expanded

fluid volume hypertension might be an im-

paired renal sodium excretory potential—
the kidney is unable to handle the amount of

salt ingested. In this case, again, one would

expect both aldosterone and renin to be low.

But the actual derangement, in view of the

renal disturbance, may simply be an abnormal

or inappropriate renin secretion.

Yet another possible mechanism that could

account for volume-based hypertension is an

inability of the kidneys to secrete potassium.

This would entail an increase in plasma po-

tassium and, hence, an increase in aldosterone

secretion, which, in turn, would mean volume

expansion, increased vascular pressor sensi-

tivity, and a suppression of plasma renin ac-

tivity. And in the compensated state, potas-

sium balance would be normalized and the

hypertension would be maintained by aldos-

terone-induced sodium retention, with con-

sequent amplified vascular sensitivity to an-

giotensin. Bolstering this theoretical con-

struct is the fact that potassium gain is known
to stimulate aldosterone while suppressing

renin. It should also be noted that patients

with low renin hypertension often have an

inappropriately high aldosterone secretion for

their renin level and that these patients are

usually normokalemic.

The fourth possible mechanism for volume-

sustained essential hypertension is a primary

adrenal aberration of some type entailing in-

creased secretion of aldosterone or of some as

yet unidentified mineralocorticoid. This would
lead to volume expansion and to suppressed

renin levels, but, in contrast to the first three

conditions we have mentioned, potassium
wastage and hypokalemia should be con-

comitants.

High Renin Essential Hypertension

What of the vasoconstrictor, or high renin,

forms of hypertension? As noted, these com-
prise about 16% of all essential hypertensives.

The fact that they respond uniquely to pro-

pranolol, which reduces their renin secretion

and blood pressure, suggests that the principal

factor in their disease is the elevated renin

level itself. However, this response to a beta-

adrenergic blocking agent could also suggest

that there may be some neural component
in the increased renin activity.

Clinically, the high renin essential hyper-

tensive presents with increased renin and al-

dosterone, as well as a tendency to hypokal-

emia and, at times, subtle indications of renal

damage. This condition, apparently, may be

a precursor of malignant hypertension. The
high aldosterone seen in these patients might
be expected to result in sodium retention and
volume expansion, but this effect is mitigated

by rather pronounced vasoconstriction, which

induces natriuresis and contracts the plasma

volume. Accordingly, diuretics are not al-

ways appropriate for these patients.

Normal Renin Essential Hypertension

Yet a third aberration, in terms of patho-

physiologic processes immediately involved,

is, as we have noted, an abnormal summation
of both vasoconstriction and fluid volume.

This, it happens, may be by far the most
common form, for about 57% of all essential

hypertensives have normal renin levels. The
majority of these patients, moreover, also

have normal aldosterone levels and a normal

aldosterone-renin ratio for any given level of

sodium balance. On the basis of their hor-

monal profile, this group seems to be much
more uniform than the low renin hyperten-

sives, and the consistency of the pattern seen

seems to suggest a single causal factor for hy-

pertension in these patients. Once all of the

mechanisms of essential hypertension have

been fully uncovered, in fact, it may well be

that this term will survive only for this group

— those patients with no apparent hormonal

basis for their hypertension.

But as matters now stand, it would appear

that their ostensibly normal renin levels are
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in fact too high since, other things being

equal, arterial hypertension itself should act

to suppress renin. Moreover, the arterial hy-

pertension should lead to natriuresis, entailing

a fall in blood pressure. In this instance,

then, the persisting hypertension suggests an

inability to excrete salt. Thus, one would

suspect that these patients with an apparently

normal renin level could also have a renal

basis for their hypertension.

If the process begins as a primary renal dis-

turbance entailing a subtle increase in renin

secretion, followed by angiotensin formation

and then increased aldosterone secretion, our

experiments suggest that at some point or

other the renin may no longer be elevated be-

cause it is suppressed by the aldosterone-in-

duced sodium retention. In this situation

ostensibly normal amounts of angiotensin

might continue to result in hypertension be-

cause of increased vascular reactivity to it,

even when the amounts of angiotensin might

be too low to stimulate aldosterone secretion.

A series of events similar to that seen in infu-

sion studies of normal subjects might occur. An
initially high angiotensin level would stimu-

late aldosterone and sodium retention, and

the angiotensin and sodium together would

raise arterial pressure. The sodium retention

and the increased blood pressure together, in

turn, would tend to suppress renin secretion.

And, with time, the level of angiotensin re-

quired to maintain the hypertension might

fall to normal or near normal. Thus, a point

might be reached at which angiotensin levels

had fallen to normal or near normal, yet the

hypertension might persist. In this situa-

tion aldosterone would presumably be normal

also. This sequence of events could accord-

ingly result in chronic hypertension in the

absence of hormonal disturbance, save for a

subtle increase in body sodium.

This would imply that hypertension arising

solely or mainly from an abnormal summation

of vasoconstrictor and volume factors would

become manifest as a subtle retention of

sodium. In some of these normal renin pa-

tients anti-renin or diuretic therapy alone

could be effective while others might require

combined pharmacotherapy.

In this situation, to return to our discussion

of the renin-angiotensin-aldosterone axis, the

initial defect leading to hypertension is ap-

parently masked by a series of readjustments

in the feedback mechanisms and by changes

in the autoregulatory activity of the kidney.

Thus, once established, this type of vasocon-

striction-cum-volume expansion hypertension

would manifest normal or only slightly ele-

vated renin and aldosterone levels. These

values, nevertheless, would be inappropriately

high for the sodium balance, even though

nominally “normal.”

Theoretical and Clinical Implications

These distinctions in the hormonal make-

up of essential hypertension are by no means

academic. A careful study by Dr. Hans Brun-

ner of the 219 essential hypertensives that we
had studied, showed that the different hor-

monal profiles had definite clinical signifi-

cance. He found, for example, that those

with low plasma renin activity seemed to be

protected against heart attacks and strokes,

while those with normal or high renin activity

were not, even though both groups had similar

degrees of hypertension, equal cardiac en-

largement but with a higher mean age for the

protected group. There was not a single stroke

or heart attack among the low renin essential

hypertensives, but there was a combined in-

cidence of 11 and 14% in the normal-renin

and high-renin patients.

These results may explain the clinical para-

dox presented by those patients with ex-

tremely high blood pressure who nevertheless

live to a very old age and often die of causes

unrelated to hypertension, in spite of the fact

that their disease is long-standing and may,

in fact, have gone untreated. The benign

nature of low renin hypertension, it should

be noted, resembles the usually relatively be-

nign nature of primary aldosteronism in which

renin is comparably depressed. On the

other hand, in essential hypertension marked

by normal or elevated renin levels, the

primary factor may be vascular insult.

This, it should be borne in mind, is

a principal feature in malignant hyperten-
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sion. But in the patient with essential hyper-

tension, the combination of normal renin or

high renin, with normal aldosterone, but with

some degree of vascular insult, may somehow
increase the likelihood of stroke or heart at-

tack or more serious vascular damage when
taken together. Various animal models sup-

port these suggestions.

The full implications of these findings re-

main to be fathomed, but some can already

be discerned. For one thing, they suggest

that propranolol may be quite useful in high

and some normal hypertensions since this

drug (beta-adrenergic blocker) virtually

abolishes renin secretion and reverses the hy-

pertension. And, by contrast, they suggest

that propranolol would be of no benefit in low

renin types of hypertension, while diuretic

therapy should be helpful. Both of these

points have been borne out so far in our

clinical experience.

Thus, it appears that the profiling of the

hypertensive patient on the basis of hormonal

components involved offers a basis for a better

understanding by exposing renin and volume

components of individual cases and should

provide a basis for predicting simpler and more

rational long-term treatment. It also has,

as indicated earlier, considerable prog-

nostic value, for the clinician can not only

decide which therapy is more likely to succeed

but also just how urgently treatment of any

sort may be needed. At the moment a single

renin measurement with the urinary sodium

(the renin-sodium index) suffices both to clas-

sify the patient and to plan when and how to

treat. Eventually, of course, it may also be

possible with this information in hand to

categorize the hypertensive simply on an em-

piric basis according to the response to a par-

ticular drug, such as propranolol.
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PSYCHOTHERAPY FOR THE POOR:

AN ECO-STRUCTURAL APPROACH TO TREATMENT

The treatment of psychiatric problems among the

poor continues to be a disheartening experience

for many clinicians who attempt it. But just as pub-

lic health concepts revolutionized the attack on

physical illness, an ecological view of mental ill-

ness offers a key to the understanding and treat-

ment of the emotional problems of the poor.

Harry J. Aponte

Who are the poor? Those with little money?
What about the monks and the young people

who choose to be without? Then is it those

who are involuntarily without money? Are

these the poor most of us are worried about?

What about the formerly middle class mother
who now a widow supplements her social secur-

ity check with a welfare check so that she can

care for her young children and whose family

is otherwise functioning happily and is well

established within the community? Is she

poor?

Consider for a moment. Whom do you think

of when you think of the poor? Do you think

of a Black mother with four kids, living on
welfare in a ghetto? Do you think of an Ap-
palachian white family, father unemployed, a

mother and six kids living on welfare? Do
you think of a Puerto Rican mother with five

kids living with her common law husband
whose income is a sometime thing? Whom
do you think of?

What about that family with a good income?

But they live in a ghetto. Father has a high-

ly paid skill and works regularly, but he is

never home. He has a girl friend that every-

one knows about. Mother as often as not is

This paper was delivered at the annual meeting of the Delaware
Guidance Services for Children and Youth, Wilmington, Delaware.

Harry J. Aponte, ACSW, is Coordinator of Clinical Services. Phil-
adelphia Child Guidance Clinic, Main Clinic.

drinking at the bar. Neither parent knows
where the older kids are, and the younger

ones are somehow taking care of themselves

at home. They have money, but might they

be considered poor? Did you picture them as

white? Whom do you really picture as the

poor?

See editorial comments
on page 149.

When you think about organizing your serv-

ices for the poor,, whom are you thinking

about? Let me tell you whom I’m thinking

about. I am thinking of those whom Oscar

Lewis described as living in the “culture of

poverty.”* He spoke of their local community

as having a “minimum of organization beyond

the level of the nuclear and extended family.” 1

Minuchin and Montalvo have described the

families themselves as disorganized, lacking

clear generational boundaries and differenti-

ated communication patterns .
2 Lewis talks of

the individuals in this culture as suffering from

feelings of “marginality” and “helplessness.” 3

Others have described in detail the sense of

worthlessness with which the children from

this culture can become imbued.

*The author employs Lewis’ phrase "culture of poverty" because of

the usefulness of the concepts about disorganization that the term
covers. However, the author does not subscribe to Lewis’ sugges-

tion that the life style of the poor is a cultural heritage. The
devastating effects of a life of poverty are not rooted in a cultural

inheritance, but in a lack of cultural, economic, and political

options.
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The poor of whom I refer are suffering from

a poverty of structure and organization, on a

personal level, a family level, and a community
level. Let me quote Auerswald at some
length: “Most intricate of all is the process in

the growing child of differentiating, labeling,

and identifying the many diverse ingredients

of human interaction necessary if he is to

function efficiently in a large variety of roles

demanded by different life situations. . . .

only then will he be able to define his own
identity boundaries in that situation and tie

his own internal feelings to the external or in-

ternalized referents that will allow him to iden-

tify them. . . . Belonging to a group is not

enough; he must have a clear picture of the

structure and operations of the group to which

he belongs, and within the context of this

knowledge he must see quite clearly and in

detail the nature of his usefulness, his function,

and his tasks within the group.”4

The poor I am concerned about are those

whose childhood lacks or lacked this experi-

ence of personal and contextual differentia-

tion. Take this description of the developing

child, lacking structure in his life context, and
clarity about his relationship with that con-

text, and relate it to Minuchin and Montal-

vo’s description of the disorganized family.

“The stereotyped interaction in our families

can be expressed as a result of paucity and
rigidity of interpersonal transactional patterns

and also on a higher level of abstraction, as

frozen development of the family as a total

system. The system is ‘at rest’ as a relative-

ly simple social ‘organism’ with a concomit-

ant lack of specialization and differentiation

in the component functions of its members.” 5

Add to that Lewis’ statements about the

relative lack of organization within the ghetto

community and you have a striking picture of

poverty of organization at various levels from
the individual to the community and the ef-

fects of this kind of poverty on the children

living in this context.

Psychoanalytic theory about the neurotic

personality assumed an average, expectable

environment. As such, this theory could fo-

cus on conflict between certain distinct parts

of the personality structure, the superego

against the id, for example. Psychoanalytic

treatment of these personality problems did

not have to address itself to changing the fam-

ily or community. These were assumed to

function within a certain expectable range.

Change was to come from within the identified

patient. But what when there is not the aver-

age, expectable structure in a person’s ecologi-

cal context? The individual child cannot de-

velop a well differentiated personality struc-

ture if his immediate family is not organized

with clearly designated generational boundar-

ies. The family cannot organize itself if the

societal structure of its socio-political context

does not support it in doing so. The poor

about whom I refer here are those poor who
are poor in structural organization at every

level of their ecology, including their own per-

sonalities.

How then to help these poor? With individ-

ual psychotherapy? I don’t think you would
expect me to make that suggestion. Help the

disorganized poor through family therapy? Not
if it is the family therapy that is still basically

rooted in traditional insight therapy — where

the object is still to get the members of the

family to understand their own and each

other’s problems. This form of family therapy

uses the family members to help one another

achieve insight which hopefully will motivate

each individual in the family to feel and be-

have differently.

The Johnson Family

This is not the therapy that will help the

Johnson family. Mrs. Johnson is Black and

38. She’s been raising her four kids alone for

the past five years. Her boyfriend left her

while she was still pregnant with her last child.

She comes to the clinic about her ten-year-old

son, but what you see is a depressed woman
with such severe psychogenic stomach pains

that she is living in the twilight of heavy doses

of prescribed drugs. Her two oldest are tak-

ing care of her and the other children and are

no longer living like children themselves.

Mother spends her day in bed, and what the

two youngest are getting from the older ones

is not enough for them to develop on.

Mrs. Johnson’s situation needs to be under-

stood from an ecological standpoint. Auers-
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wald says that the ecological approach . . be-

gins with an analysis of the structure of the

field, using the common structural and opera-

tional properties of systems as criteria for

identifying the systems and sub-systems. .
.”6

Mrs. Johnson brought in her ten-year-old

son as the identified patient. He was having

trouble in school. He was not doing his work
and not getting along with the other children.

That ten-year-old lives not only within his own
skin, but he also lives within his sibling sub-

group, part of which has turned into a pseudo

parent. He lives also within his family group,

where his mother functions partly as a parent

and partly as his sibling. Furthermore his

contextual systems take in his maternal grand-

mother, who has a special dislike of him and

never had any closeness with her daughter,

the boy’s mother. His contextual systems

likewise include his community with its sub-

systems: the school, the inner city neighbor-

hood, and the context in which his racial group

exists in relation to the majority group.

I am sure the therapists could have talked

with Mrs. Johnson about many things, but

what they did was go home with Mrs. John-

son, have the family plan a menu under her

direction, go shopping with the family, join

Mrs. Johnson in preparing the meal, as her

assistants, and give all the children distinctly

children-type duties to perform for their

mother. The therapists helped Mrs. Johnson

assume an executive role around the prepara-

tion of the meal that evening and actively sup-

ported her taking charge of the household

thereafter. Mrs. Johnson was out of her de-

pression and stopped living off pain-killers

within a couple of weeks. Symptom removal

was the beginning of the work with the John-

son family. Thereafter, the two therapists

intervened at many levels of this family’s ecol-

ogy, at times together, at times separately, at

times with the entire family, on occasion with

one member alone, at other times with the

school, and in some instances with other mem-
bers of the community. What were the thera-

pists doing? They were bringing structural

and ecological order into the disarray of this

family and its community context. They were

helping Mrs. Johnson become a competent

mother within her family. They later went
further, helping her become a competent adult

who dated and involved herself in community
activities where she could be an active citizen

who could exert influence. They were making
the two oldest kids children again, which
created a crisis for the oldest, a boy, who had
long since given up his friends to become mo-
ther’s companion. The second oldest, a girl,

also became a child again, and lo, it was dis-

covered she had been having serious trouble

too, but it had gone unnoticed while she was
functioning as the cook and house cleaner at

home. Yes, the ten-year-old had been having

problems, but he now had his mother back, as

did the youngest, and mother with her two new
adult assistants could begin learning with her

children about the distribution of functions

at home and new patterns of communication

and problem solving. Much organizing and
patterning also had to take place for the fam-

ily members in relation to the other systems

to which they were related.

The Eco-Structural Approach in Therapy

Still, what is the eco-structural approach in

therapy, and what is its relationship to other

therapies? The ecological view of human be-

havior is based on a systems conceptualiza-

tion. Quoting Peter Laqueur: “But GST
(General Systems Theory) provides a con-

ceptual framework that makes sense of the

very complex systems that we deal with in

multiple family therapy . . . GST sees the indi-

vidual as a subsystem of a higher system. . .

and again as part of the next higher system,

the family, kinship, community.” 7

The structural aspect of the eco-structural

approach to people and their problems in-

volves the relationship of the parts of a system

to the functional operations of the system.

The eco-structural approach helps us per-

ceive human behavior from a perspective

broader than the individual. Through it we
see the actions of the individual as rooted

not only in his personality, but as sprouting

from relationships between himself, other in-

dividuals, and other groups. We therefore do

not see the dysfunctional person through the

disease model, containing within himself the
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germ of a psychiatric illness which disrupts his

personality and may infect others. In the

eco-structural view we recognize the internal

structural organization and ecological balance

of the many psychological and biological sys-

tems within the individual, but we also look

beyond to the interaction and structural rela-

tionship of these systems with the other sys-

tems in the individual’s life context. To view

them as systems we must not only see parts or

sub-systems impinging, relating, and depend-

ing on one another, but we must also view

these interactions as time-related. The eco-

logical context for an action is not only as

broad as a historical trend, but also as narrow

as a reflexive reaction triggered by another’s

sudden, unexpected gesture. The ecological

view does not negate any phenomena. It or-

ganizes it all in systematic, dynamic relation-

ships. Quoting from Auerswald again: “Con-

cepts from cybernetics, the study and treat-

ment of the family as a system, small group

processes, theory of perception and cognition,

communications theory and information

theory, and so forth, all become usable in an

integrated way.” 8

I would add to that that our knowledge of

individual psychology, biology, and other

sciences also contribute to our ecological

understanding. Moreover, they also contrib-

ute to our techniques. I propose that what
we have learned from the various methods that

have been used for psychological treatment

continues to be useful, but more useful when
employed within the broader perspective of

the eco-structural model. I believe that what
methods we cannot now integrate, are more in

conflict because of our lack of knowledge

about their ecological relationships than be-

cause of intrinsic contradictions. Note that I

refer here to methods of treatment, not theor-

ies of treatment, which indeed can be dogmat-

ic and incompatible.

Behavior modification is a useful technique,

but if the oldest boy in the Johnson family,

one of the parental children, had tried to help

his younger brother improve his school per-

formance through a system of rewards, he

probably would have failed, even with the

most carefully planned behavior modification

program. He would have failed because

the conditioning technique was not allowing

for the organizational structure of the ecologi-

cal systems of the family and school. The
younger boy was in competition with his older

brother and needed to receive the rewards

from his mother whose approval he craved. But
the school and the mother needed also to co-

operate in ways that supported the mother’s

efforts to positively reinforce her younger son’s

school efforts.

The oldest boy in the Johnson family had
also begun himself to devalue his manhood
and his Blackness. He could well profit from

a series of individual sessions. He was a young
adolescent and needed to begin considering

certain personal life issues away from his fam-

ily. Some form of individual counseling or

therapy could be useful, but certainly a white,

female therapist would not be my first choice

for the youngster. His maleness and his Black-

ness identify him with specific ecological

groups. But also the functional organization

of his family would need to be considered. He
would need to know from his mother that she

does not need him to be the compliant, at-

tached son who both performs some of her

duties at home and acts as a companion to

her. As long as his mother is suffering from a

serious depression and is further incapacitated

by pain, no therapist in individual sessions will

move this boy to assume any other posture

than the one he has adopted.

While the eco-structural viewpoint helps

to integrate other methodologies, it also brings

with it its own methods and skills. The ther-

apist must be able to conceptualize what he

or she sees in terms of systems and their struc-

tural bases. The therapist must also be able

to talk and behave in such a way that the

members of the family system and other sys-

tems will themselves be able to experience the

relevant issues as phenomena founded on the

interactions between people and organizations.

The therapist must be able to use himself or

herself to promote changes in authoritative

hierarchies, communication lines, interpersonal

alliances, and other organizational structures

which will change the functioning of systems.

The therapist needs to know how to commu-

nicate, pair himself or herself, and in other

ways interact with others so that they will
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change the ways their particular systems are

operating. Along with this, the therapist will

need to know ways of assisting others to bring

about organizational changes within the eco-

logical systems to which they are related.

There are a knowledge and skill here that are

not the property of any single profession. This

brings us to the next issue, the delivery of

these services.

New Professional Roles

Remember, I am not just talking about the

economically poor, but of those who are poor

in structure and organization. The ecological

approach is specific to their problems. How-
ever, the use of this approach in a mental

health center does not just involve the adop-

tion of some new methods. These methods
have implications that will affect in essential

ways the structure and organization of the

clinic itself.

Jay Haley has written a paper entitled

“Why A Mental Health Clinic Should Avoid
Family Therapy.’’9 It may sound strange that

one of the most prominent proponents of fam-

ily therapy should write such a paper. He
does so with tongue in cheek to make a serious

point that the adoption by a traditional psy-

chiatric clinic of an ecological systems ap-

proach to treatment will create conflict and
stress within the clinic that should not be

underestimated. If you change to an ecologi-

cal conceptualization of mental illness, what
will happen to your diagnostic categories, list-

ing affective and thought disorders? Who will

you designate as the patient? Who will be

responsible for diagnosis and treatment?

Since the ecological and family approaches

to treatment are not the property of any one

discipline, anyone can learn the theory and
methods. What then happens to the distinc-

tions between professional roles? The psychi-

atrist can no longer have the exclusive right to

diagnose and oversee treatment. The psy-

chologist’s skills as a tester for individual psy-

cho-dynamics will be underutilized. The so-

cial worker who has been accustomed to de-

pend on others to assume responsibility for

patients will have to face the need to take this

responsibility, himself or herself. When it

comes to diagnosing and treating, there will be

a leveling effect as all begin to exercise the
same skills. This will create tension within
the organization as the functions which dic-

tated the structure of the clinic: change radical-

ly-

Within the staff members themselves there

will be struggles as individuals begin to appre-
ciate the far-reaching implications of their

learning new skills and taking on new roles

vis-a-vis other professionals. Most clinicians

will retain an identity with their professional

disciplines and because of it will have a variety

of distinctive skills to offer the clinic team.
What this will be for each professional will de-

pend on the special interests he or she has
developed in his or her profession, and on the

way his or her profession has shaped the per-

son’s professional identity. But, the issue of

professional identity will not be facilely re-

solved for most clinicians adopting the struc-

tural and ecological systems model.

Let us take this issue of professionalism a

step further. In working with the poor, issues

related to style of life and communication
loom large. Certainly many clinical failures

with the poor are due to the therapist’s ina-

bility to identify enough with the poor and to

work with sufficient understanding of the poor.

If you yourself are not and have never been a

member of the “culture of poverty,” how do
you navigate within the framework of priori-

ties and realities of the poor and the commu-
nication, affective, and other cultural styles of

the ethnic and social minorities who have size-

able representation among the poor? Because

you must, you know, if you wish to be effec-

tive. I cannot tell you how, except to suggest

you somehow live with the poor and find some
way to genuinely see inside of and feel with

their reality. To deal with the poor of an

ethnic or racial group to which you are an

alien will demand a further effort to recognize

sameness where it exists and recognize and

respect difference where it is discovered.

If your staff has difficulty bridging the gap,

should you not look to hire professionals who
come out of poverty themselves? They are

scarce and in demand. How hard will you

try to find them? But remember that belong-

ing to a particular ethnic group does not ipso
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facto qualify a person as a member of the

“culture of poverty.” Being Puerto Rican does

not make you a ghetto citizen. Black is not

a synonym for poverty.

You can also seek to hire so-called parapro-

fessionals. Mental health aides who can iden-

tify with the life of poverty can go a long way
in bridging communication gaps. By adapting

an ecological model you have already begun
to reshuffle the professional hierarchy in your

clinic, however; and if the so-called parapro-

fessional becomes skillful, you will have an-

other contender for status in your clinic. This

situation will be aggravated if you have per-

sons coming out of poverty who do not have

the traditional professional mental health

backgrounds but who are fully trained to work
in the ecological model. There are programs

for persons with barely a high school degree

which are training competent, autonomous
family therapists.

Delivery of Services

Aside from a change in professional roles

within the eco-structural model, there will be

a change in your work style, particularly if

you are working with the poor. The “culture

of poverty” implies a lack of organizational

structure that is endemic. The therapist who
offers help is offering to assist in the creation

of a structure where structure is lacking, not

just to restore structure where it has been

temporarily upset or to reorganize a dysfunc-

tional structure. In some families organiza-

tion is so lacking that the only way a therapist

can begin to intervene usefully is by putting in

long hours of personal commitment to help or-

ganize family members around the most basic

functions of family life. The therapist may
be able to find others in the family’s ecology

to offer this help, such as other relatives,

friends, or other agencies, but this kind of help

is not easily come by.

I was recently asked by a staff member of a

pediatric clinic to see a child who frequently

went into apparent trances, staring into space.

She had been thoroughly examined physically

and all tests proved negative. She had a young-

er sister and no father at home. Her young
mother was a former heroin addict who lived

now on methadone. The mother spent most

of her days out of her own apartment and in

the home of the woman who raised her, who is

not a relative. This step-mother of the pa-

tient’s mother has six other children still at

home, and her home is itself a picture of de-

pressed and despairing people. The young
mother had never had the stimulation and
nurturence a growing child needs and was her-

self quite unable to cope with the demands of

life, and certainly unable to provide her child

with the interest and attention the child re-

quires. The child was staring into space be-

cause her mother stares into space. There was
a lack of stimuli from within the family, and
the child could do little else. I suggested to

the worker from the pediatric service to begin

with an hourly visit a day supervising the

mother who agreed to number paint with her

daughter for fifteen minutes a day. The work-

er was to help the mother attend to every

detail of her daughter’s painting, praising, and
correcting as warranted. Another block of

that daily hour was to be used to help the

mother toilet train her younger child, who was
now five. The training methods would be

meticulous and involve a carefully detailed

plan of positive reinforcement. And these

daily visits would take place in the mother’s

own apartment, where she was away from the

crowded stepmother’s home and where she was
at least nominally in charge. This will be a

long-term commitment for the worker whose

work with the mother and children will need

to begin at a most rudimentary level of struc-

tured mother-child interaction and will only

later evolve into other areas of functioning

of this family.

Some work with these families can be long

and tedious. Other interventions can be brief

where sectors of the ecological structure can

be organized to do the work with other sectors.

In one situation the school complained about

a young girl’s high absenteeism. When she

called the clinic at the school’s behest, the

mother said she had no problems with the girl

at home. Only the school was complaining.

We, therefore, asked that the first appoint-

ment be held at the school with the mother

and all her children, the child’s teachers, coun-

selor, and the principal. We learned in a mul-

tistaged interview, engaging various combina-
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tions of the participants in the interview, that

the girl had performed well in school the sem-

ester before with a teacher to whom she had
become closely attached. Her absences had
begun this semester with a change of teacher.

Also, the mother was using the girl as a baby-

sitter for her younger children when she had to

be out of the house during the day. The
school principal agreed to send the girl back
to her former teacher, who could help her with

her current assignment, and the school counse-

lor accepted the responsibility to help the

mother find other babysitting arrangements.

The school as a part of the girl’s ecology al-

tered how its teaching and counseling staff

were related to this girl and her family. No
other interventions by the clinic were neces-

sary.

Because time is also part of ecology, one
must consider the timing of a request for help

as a matter of paramount importance. A re-

quest for help from a disorganized family is

prompted by some change in the structural or-

ganization and ecological balance of their lives

that requires your intervention now. A clinic

that cannot see a family within two weeks of

a request for help is not organized to work
with the poor. And here I am not referring

to emergencies that require instant response.

The ecological shift may pressure a family to

ask for help, but if help is delayed, the poor
family may absorb the change into its disor-

ganization and see no reason to come for help.

The Clinic and the Community

There are many other issues that should

be dealt with in discussing mental health serv-

ices to the poor. But I will make reference to

only one more, the relationship of the clinic

to the community. With the advent of social

psychiatry and particularly with the social

consciousness of the last decade, mental health

centers have begun not only to hire commun-
ity people, but also to be active in community
organization. This community activity has at

times preempted efforts that the community
itself needed to carry out. A community per-

haps may well profit from an activity and dis-

cussion group for its gang-involved adolescents,

a tutoring program for poorly motivated

youngsters, or a parents group for adults con-

cerned about neighborhood issues involving

their children. However, a community may
be better off not having some activities if they

cannot be run by the local citizens themselves.

A clinic would do well to seek out neighbor-

hood folk who are trying to organize such ac-

tivities and support their efforts to obtain

funds and to run a successful program of their

own. Since few clinics have boards that have

a large proportion or majority of persons who
represent the poor whom the clinic serves, the

clinic is not responsible to the community.

Community organizing by a clinic with a board

of outsiders may only further serve to take

control of the community out of the hands of

the poor. From an ecological point of view

the organization and functioning of the com-

munity are very much related to the mental

health of the families within the community.

If a clinic wishes to contribute to this aspect

of the lives of those it serves, it can invite more
community members to its board, and it can

support the effort of the community groups to

organize their own programs.

Summary

I have talked here of the poor whose per-

sonal, family, and community lives lack the

structure to make these systems do what they

are supposed to do. The task of providing

services to the poor is a difficult one since it

means helping with basic structural issues for

which most of us have not been trained by our

professions. But the service can be given

through an eco-structural approach to treat-

ment and through a commitment to relate the

clinic as an organization to the community it

wishes to serve.
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CLINICAL APPLICATIONS OF
IMMUNOLOGIC STUDIES IN

GLOMERULONEPHRITIS
IN CHILDREN
Michael E. Norman, M.D., University of

Pennsylvania, Department of Pediatrics, and
the Children’s Hospital of Philadelphia. Pre-

sented at Pediatric Conference, Wilmington

Medical Center, October 5, 1973.

Laboratory studies performed on experi-

mental animals have demonstrated an im-

munopathogenesis for several forms of spon-

taneously occurring glomerulonephritis (GN).
In addition, GN can be produced in several

species by the injection of soluble antigen-

antibody complexes or heterologous antibody

to the recipient animal’s glomerular basement
membrane.

Three lines of evidence suggest the partici-

pation of immune mechanisms in some types

of human GN: 1. Depressed levels of serum
complement are found in many patients, and
are due, in some cases, to increased catabolism

ancj deposition of complement components in

the kidney. 2. Immunofluorescent tagged

antibodies to human gamma globulins and
complement components can be detected in

renal biopsy specimens, in patterns similar to

those seen in experimental GN. 3. Elution

studies of kidney tissues to which immuno-
reactants are bound have characterized spe-

cific antigens, antibodies, and immune com-

plexes in the mesangium and/or glomerular

basement membrane.

It has been suggested that the kidney’s

role in immunologically induced GN is that

of an “innocent bystander”; it serves as the

site of inflammation without participating in

the events producing the initial injury.

In clinical practice, children with suspected

or proven GN should have serum complement
measurements made as part of a screening

diagnostic work-up. There are a number of

commercially available kits for determining

quantitative levels of Cs complement (BiC

globulin) by immunodiffusion. This compo-

nent is pivotal in the complement sequence

and is the one most often reduced in GN. In

addition, the functional integrity of the entire

complement sequence can be measured by the

total hemolytic complement assay (CH50
test).

Renal biopsies are now routinely performed

in children with GN, and should be subjected

to immunofluorescent and electron micro-

scopy, as well as routine histologic staining.

By combining these techniques, one may cor-

relate the inflammatory process with a spe-

cific locus of deposition of antibodies and
complement, which appear as “dense de-

posits” on electron microscopy.

Special studies include the measurement of

serum antibodies to antigens thought to trig-

ger the immunologic response (eg, strepto-

coccal products, nuclear proteins), and the

anticomplementary activity in patient serum.

Three types of GN occurring in childhood

are consistently associated with immunologic

abnormalities, suggesting a cause and effect

relationship. They are: (a) post-streptococ-

cal, acute GN, (b) the GN of Systemic Lupus

Erythematosus and (c) chronic hypocomple-

mentemic (“mesangio-proliferative”) GN.
For information related to the specific im-

munologic abnormalities detected in these

diseases, the reader is referred to several re-

cent, comprehensive reviews. 1-3

There have been a limited number of con-

trolled studies evaluating the effectiveness of

steroids and various immunosuppressive

agents in the treatment of GN. Until the
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antigens which trigger the immunologic re-

sponse can be identified, and the precise time

of their invasion of the host determined, im-

munosuppressive therapy will continue to re-

main nonspecific, a matter of giving “too little

too late.” In those patients in whom immuno-
suppressive drugs appear to arrest progressive

renal injury, the mechanism of action may
well be anti-inflammatory.

Renal homotransplantation has been of real

benefit in a limited number of patients, but

recent studies have reported an alarming inci-

dence of recurrent GN in the donor kidney

only in certain types of GN. This may well

be due to circulating humoral factors that

persist in the recipient and initiate the im-

munologic response.
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CURRENT MANAGEMENT OF
CANCER OF THE BREAST

Blake Cady, M.D., Department of General

Surgery, Lahey Clinic, Boston, Massachusetts.

Presented at the Department of Surgery Con-

ference, Wilmington Medical Center.

In a series of over three thousand patients

with primary operable breast cancer, treated

over a 40-year period at three Boston insti-

tutions, an analysis of the pathologic findings

was undertaken to provide an historical per-

spective to the presentation of the disease and
to relate this presentation to treatment con-

cepts. The operative specimens were ana-

lyzed for the maximum diameter of the pri-

mary breast cancer, the maximum diameter of

the largest axillary node, the total number of

axillary nodes, and the number of involved

lymph nodes. Statistically significant trends

toward progressively smaller primary tumors

and fewer axillary metastases have been noted,

especially over the last 20 years (1948-1968).

Between 1959 and 1968, 53% of the patients

with operable carcinoma of the breast had

negative lymph nodes in the axilla, 15% had
only one metastatic node, 7% had two metas-

tatic nodes, and 20% had more than three

positive nodes. In contrast, during the 1930’s

and 1940’s only 39% of the patients had nega-

tive axillary lymph nodes. The current mean
maximum diameter of primary breast cancer

is 3.07 cm, and the median maximum diame-

ter is 2.5 cm. In 1949, the mean maximum
diameter was 3.5 cm.

Because of the change over the last 20 years

of the state of the disease at presentation, the

widespread use of radical therapy is to be

questioned. What constitutes proper treat-

ment for primary mammary carcinoma is still

unclear since no significant differences are

found in cure and survival rates using thera-

pies diverging widely between supraradical

procedures and mere biopsy plus radiation.

It appears that the stage of the disease at

therapy and the growth rate of the breast

cancer are of more importance in determining

the cure rate than the therapy used to treat

the disease. The principal objective of ther-

apy for primary breast cancer, besides survi-

val, has been permanent local control of the

disease because of the fear that failure of local

control will lead to subsequent dissemination

of the disease. However, local failure almost

invariably is just one of the manifestations

of general failure in the control of the disease.

Local recurrence bears a marked temporal re-

lationship to the appearance of distant metas-

tases, indicating a lack of etiologic relation-

ship between the local recurrence and the dis-

tant metastases. The rates of local recurrence

are directly related to the size of the primary

tumor and to the number of axillary lymph

nodes involved with metastatic disease.

In operable breast cancer it is reasonable

to assume that for a given growth pattern,

many therapies offer similiar survival figures,

also that the prevention of local recurrences

should be placed in the perspective of utilizing

a degree of treatment aggressiveness that at-

tempts to match the aggressiveness of the can-

cer. With these assumptions in mind, the

Lahey Clinic Foundation has adopted a ther-

apeutic system that is geared to the disease

as it is now seen in the United States. The
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system utilizes the Columbia Clinical Classi-

fication as well as a logical size criterion that

is based on a clinical measurement of the

primary mass in the intact breast and related

to the incidence of local recurrences.

Treatment of Stage A (primary mass under

6 cm; no palpable axillary nodes) should in-

clude total mastectomy and partial axillary

dissection with preservation of the pectoral

musculature. If the mass is in the lateral

portion of the breast and if metastases appear

in less than three lymph nodes of the low

axilla, no radiation therapy is needed.

For Stage B (primary mass less than 6 cm;

palpable axillary nodes less than 2.5 cm)
treatment also consists of total mastectomy

with partial axillary dissection and preserva-

tion of the pectoral muscles. Radiation is

% £

UNSTABLE ANGINA

C. Richard Conti, M.D., Associate Professor

of Medicine, Johns Hopkins University. Pre-

sented to the Tuesday Morning Medical Con-

ference, Wilmington Medical Center, January

23, 1973.

added when any axillary metastases are found

histologically.

For Stage C (displaying any one of five

grave signs of comparatively advanced carci-

noma but no massive involvement) radiation

should be administered preoperatively. On
completion of radiation therapy, if there is

no evidence of dissemination or inoperability,

radical mastectomy should be performed.

Radiation therapy should be given for the

advanced Stage D when the disease is reason-

ably localized. Surgery should be withheld

unless requested by the radiotherapist.

J. Donoho

For a more complete discussion see Dr. Cady’s articles: Chang-
ing patterns of breast cancer, Arch Surg 104:266-269, 1972, and
Modern management of breast cancer, Arch Surg 104:270-275,
1972.

£

The syndrome of unstable angina is inter-

posed between stable angina and myocardial

infarction on the spectrum of clinical presen-

tations of ischemic heart disease. Three sub-

groups of unstable angina are identified: re-

cent onset angina of effort; angina of effort,

changing pattern; rest angina. It is recog-

FIGURE 1

MEDICAL THERAPY

March, 1974 147



Delaware Medical Journal

nized that there will be frequent overlap and

mixed presentations. For example, it is com-

mon for a patient with stable angina to de-

velop a changing pattern (increased frequency

or severity) and then develop angina at rest.

Surgery as well as medical management of-

fers relief of symptoms in patients with un-

stable angina. In a review of 57 patients,

medical mortality was 13% and morbidity, ie,

myocardial infarction, was 7.6%. Surgical

mortality was 22% but 96.8% of survivors

were symptomatically improved and 67% of

survivors were pain free. (Figures 1 and 2)

These observations do not identify either

medical or surgical treatment as clearly su-

perior for patients with unstable angina. The
variability of natural history, and the diffi-

culty with precise clinical definitions plus the

lack of anatomic information, suggest that a

satisfactory answer will not be obtained by
comparing a surgical series from one institu-

tion with a medical series from another. The
question can only be answered by a random

trial in which patients are identified by clini-

cal and arteriographic criteria and then ran-

domly assigned to medical and surgical groups.

FIGURE 2

SURGICAL THERAPY

£

THE STATE SERVICE CENTER

The Service Center not only coordinates services, but centralizes them in the

neighborhood of the people who are being served.

The Service Center brings government services to the people, and does so in

terms the people can understand and accept. It recognizes that many people do

not use what is offered because of a developed attitude of hopelessness. Apathy
contributes to this attitude; a long history of rebuffs and run-arounds rein-

forces it. The Service Center attacks this barrier in an innovative way. It re-

cruits its Center staff in part from the indigenous population of the neighbor-

hood, trains them, gives them work experience, and charges them with the re-

sponsibility of out-reach into the community.

Service Center Program
Delivery Format for Health and Social Service

State of Delaware
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A VOTE FOR CHANGE

With the untimely and tragic death of Dr.

Paul F. Dunn, Director of the Delaware Guid-

ance Services for Children and Youth, it seems

appropriate to publish a lecture delivered at

the last annual meeting of the organization to

which he devoted so much time and energy

during his last years. Dr. Dunn was laying

the groundwork for an outreach program for

“poor” families in Wilmington at the time of

the lecture, and already had assigned one of

his senior social workers to develop counsel-

ling services at the Southbridge Medical Ad-

visory Council, Inc. Center (SMAC). For

this reason, Mr. Harry J. Aponte was asked

to deliver a lecture so that Board members,

staff, and others interested in mental health

services for children could learn something of

Mr. Aponte’s article begins

on page 134.

his experiences in administering this type of

program in Philadelphia.

Mr. Aponte’s approach to change, by using

a team to evaluate all aspects of a child’s life

including his family, his friends, his school,

and his community, as well as his inner per-

sonality, is innovative and exciting. This ap-

proach appears to aid the children, their fam-

ilies, and in some instances may also benefit

the community.

The use of paraprofessional workers, such

as social service aides, whose roots are in the

community, has been shown to reap tremen-

dous benefits in other programs. These workers

are known and trusted by their neighbors, so

there is likely to be less hostility and resist-

ance to change, than that which might be

encountered by a highly trained social worker.

Moreover, they themselves, through their

training, become useful citizens within their

community, thus elevating their own status,

self-esteem, and income.

Whether the eco-structural approach to

change can become a useful tool in the

DGSCY will depend on the new leader select-

ed to replace Dr. Dunn. Let us hope we can

find someone willing to consider this new ap-

proach to the psychiatric problems of children,

so the agency can move ahead toward offering

more children, both rich and poor, the mental

health services which are so badly needed

throughout our State.

M.J.M.

«? US VS

MELODRAMA

The ambulance screeches on two wheels

around the corner, its cyclops blinker whirl-

ing in a frenzy, and its plaintive bone-piercing

wail blasting mercilessly. On its mission of

mercy it runs a hapless vehicle off the road,

swerves to miss another vehicle in the inter-

section while running the red light, and races

deliriously towards the waiting hospital. Once

arrived at the Emergency Room, the ambu-
lance crew rapidly and gently lifts the victim

and his stretcher from the ambulance, and

with efficiency, delivers him into the life-sav-

ing hands of the medical staff.

This patient had pain in the left hip for

two weeks following a fall at home. For this

I was nearly killed and the patient was at the

risk of injury for the entire desperate chase.

This is not the first such occurrence. And I

have registered my protest with appropriate

officials in the past. But to no avail. That

ambulance, from that volunteer fire company,

with that driver, is destined to run a race with

tragedy.

Why allow ambulances to race? Why per-

mit sirens and flashing lights? Surely the

only immediate life-threatening emergencies

— airway obstruction and massive hemorrhage
— must be managed before the patient enters

the ambulance or the trip to the hospital is

wasted —- except to deposit the victim in the

morgue.

The law of this state continues to perpetu-

ate the myth and the hazard involved in the

concept of the ambulance as an emergency

vehicle. It requires that some lad with a
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heavy foot and a feel for adventure, have at

his disposal a massive death machine equip-

ped with flashing lights and screaming sirens.

And, like the police “emergency” vehicle, the

ambulance occasionally injures helpless vic-

tims and even kills. Isn’t it time to change

the ambulance to what it should be, a vehicle,

governed in speed, equipped with a horn and

headlights like all other vehicles, prohibited

from breaking laws, racing through red lights,

traveling in the wrong direction on one-way

streets, and in general, from terrorizing the

populace? If little boys want to play games,

let them try ice hockey. That’s exciting, but

dangerous only to themselves.

C. I. G.

x * *

^zbeatkd

JOSEPH J. DAVOLOS, M.D.

Joseph J. Davolos, M.D., a native of Italy,

and a resident of Wilmington, Delaware for

more than sixty years, died December 11,

1973. He was 69 years of age.

Completing his pre-medical and medical

education at Georgetown University, he ful-

filled his internship at the Delaware Hospital

during 1935 and 1936. He entered private

practice after one year as physician for the

area prison.

A major in the Army Medical Corps during

World War II, he successively directed the

Delaware Induction Center Medical Section

and the Medical Section of the Army Signal

Corps Photographic Center in Long Island,

N.Y., and during the last two years of the

war, served as Chief Medical Officer for the

Troop Transport Queen Elizabeth.

A former President of the Delaware Acad-
emy of General Practice and the Catholic

Physicians’ Guild, he was an active member
of St. Anthony’s Church.

Those who knew him well remember him
as an active man, who always had a cheery

and cordial greeting for his associates and his

patients. He was always readily available to

a patient in trouble.

A cerebral accident on Thanksgiving Day
1966 forced him into retirement. As he con-

valesced, he remained active by traveling both

abroad and throughout the Eastern States.

During this period he developed a talent for

painting. His unusual determination to look

outward and upward, to be in some way pro-

ductive, encouraged admiration rather than

sympathy.

Two days after his death, The Mayor and
Council of the City of Wilmington presented

a Resolution to the family as a memorial to

his “dedication to his patients and his pro-

fession . . . and that his life shall stand as an
inspiration to all of us” (RES. 73-222).

Surviving are his wife, Clelia D.; a son,

Joseph J. Jr., of Wilmington; three daugh-
ters, Mrs. John J. Tomczyk and Mrs. Garland
L. Gillis, of Wilmington, and Mrs. James F.

Day, Salem, Massachusetts; two brothers,

Dominic A. Davolos, D.D.S. and Frank J.

Davolos; and three sisters, Mrs. Joseph F. Di-

Sabatino, Mrs. Conrad N. Bock, and Mrs.
Peter J. Olivere. There are six grandchildren.

Charles M. Bancroft, M.D.
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MARGARET C. RICHEY, M.D.

Margaret C. Richey, M.D. died November

24, 1973 at the age of 83 in Ingleside Nursing

Home where she had resided since retirement

from practice in 1970. The oldest of six chil-

dren, she was born in New York City. Her

father, the Rev. Dr. Alban Richey, was an

Episcopal minister, who moved to Delaware

in 1911 as rector of Immanuel Episcopal

Church on the Green in New Castle and later

St. John’s Episcopal Church (now the Cathe-

dral Church of St. John) in Wilmington.

In 1913 Margaret Richey graduated from

Barnard College of Columbia University. For

the next five years she taught at Episcopal

schools in Memphis, Tennessee, and Bethle-

hem, Pennsylvania. She then decided to

study medicine and took a pre-medical course

at Columbia.

At the age of 29 she enrolled in Woman’s
Medical College of Pennsylvania, graduating

in 1923. Following internship at Woman’s
College Hospital she went to China in 1924

where she served as a medical missionary of

the Episcopal Church for the next 25 years,

practicing first in Yangchow and later in

Shanghai. Unable to continue her work un-

der the Communist regime, she returned to

the United States in 1951 and entered private

practice in New Castle.

Although a family practitioner, she special-

ized in obstetrics and pediatrics, delivering

and caring for over 100 babies in New Castle

and countless more in prior years in China.

She loved children and always took a per-

sonal interest in her patients above and be-

yond that required for routine medical care.

Outside of her primary interest in children

and her patients Dr. Richey enjoyed garden-

ing, music, and travel. She was an avid reader,

particularly of biographies and history. She

was devoted to the church, which she served

so faithfully throughout her life. She will be

remembered fondly not only by relatives and
friends, but also by the many children she

brought into this world and cared for in their

developing years.

She is survived by a brother, Thomas
Richey, of Chicago; and three sisters, Mrs.

Floyd W. Tomkins of West Dennis, Massa-

chusetts, Mrs. Francis D. Buck of Swanwyck,
New Castle, Delaware, and Mrs. H. Cranston

Jones of South Dennis, Massachusetts.

Robert L. Wuertz, M.D.
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THE COAGULATION FACTORS, 1974

I. Fibrinogen

II. Prothrombin
III. Tissue thromboplastin

;
thrombokinase

IV. Calcium

V. Labile factor
;
proaccelerin

VI. Not assigned

VII. Stable factor
;
proconvertin

VIII. Antihemophilic factor A (AHF)
IX. Antihemophilic factor B (AHB) Christmas factor

;
plasma

thromboplastin component
X. Stuart-Prower factor

XI. Plasma thromboplastin antecedent C (PTA)
;

plasma antihemophilic factor C
XII. Hageman factor; contact factor

XIII. Fibrin stabilizing factor, fibrinase

Ed. Note:
assigned.

There is room for fame as a coagulationist — note that VI is not

Lawrence A. Herker
Hemostasis Manual, 2nd ed.

F. A. Davis Company, Phila., Pa.
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Thanoo Choovichian, M.D., a native of Thailand, is a

graduate of the Chulalongkorn Hospital, University of

Medical Sciences, Thailand. He served his internship at

Resurrection Hospital, Chicago, 111., and his residencies

in surgery and urology at Michael Reese Hospital, Chi-

cago, and the Graduate Hospital of the University of

Pennsylvania, Philadelphia. A Board-Eligible Urologist,

Doctor Choovichian is based at the Beebe Clinic, Reho-

both. He lives in Lewes. His interests include golf and
tennis.

Nam S. Han, M.D., a graduate of Severance Medical

College of Yonsei University, Korea, ’62, is a Board-

Eligible Obstetrician-Gynecologist. He served his in-

ternship at St. John’s Hospital and his residency at St.

Joseph’s Hospital, both in Detroit, Michigan. Doctor

Han previously practiced medicine in Detroit before

coming to Milford. His home and office are on Lakeview

Avenue. Doctor Han enjoys bowling and fishing.

Roberto M. Villasenor, M.D., a graduate of the Uni-

versity of Santo Tomas, the Philippines, ’64, is a Gen-
eral Surgeon. He served his internship at Our Lady of

Lourdes Hospital in Camden, New Jersey, and his resi-

dency at Bryn Mawr Hospital in Bryn Mawr, Pennsyl-

vania. His office is at 6th Street and Central Avenue in

Laurel. Doctor Villasenor, his wife, and their three

children live in Seaford. Doctor Villasenor’s hobbies

include fishing, target shooting, and playing percussion

music.

Richard Forlano, M.D., a native of Darby, Pennsylvania,

was graduated from Villanova University and the

Temple University School of Medicine. He served his

internship at Nazareth Hospital in Philadelphia and his

residency at the Wilmington Medical Center. A Urolo-

gist, Doctor Forlano’s office is on Foulk Road, Wilming-

ton. Doctor Forlano, his wife and their two sons live

in Wilmington. In his spare time, Doctor Forlano en-

joys woodworking.
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Lolita R. Salameda, M.D., a native of the Philippines,

was graduated from the University of Santo Tomas
School of Medicine, Manila. After serving both an in-

ternship and a residency in Mercy Douglas Hospital in

Philadelphia, she has come to Wilmington to practice

Family Medicine. She is on the staff of St. Francis Hos-

pital. Doctor Salameda, her husband, and their three

children live in Linden Hill Village, Wilmington. Doctor

Salameda enjoys sewing and cooking.

Wai Wor Phoon, M.D., a Board-Certified Doctor of

Physical Medicine, is a native of Hong Kong. He is a

graduate of the University of Hong Kong School of

Medicine. He practiced medicine in Hong Kong before

coming to Wilmington. His office is at 3506 Kennett

Pike, Wilmington. Doctor Phoon, his wife, and their two

sons live in Newtown Square, Pennsylvania. Doctor

Phoon enjoys stamp and coin collecting and music.

CURRENT CONCEPTS OP LOWER LIMB AND SPINAL ORTHOTICS
AS RELATED TO PATIENT EVALUATION AND

THERAPEUTIC TRAINING
FRIDAY, APRIL 19 AND SATURDAY, APRIL 20, 1974

TEMPLE UNIVERSITY HEALTH SCIENCES CENTER

Department of Rehabilitation Medicine and Rehabilitation

Research and Training Center

Location of course and accommodations: Holiday Inn, City Line Avenue, Route One
and City Line Avenue, Route One and 1-76 (Schuylkill Expressway), Philadelphia,

Pennsylvania, 19131

A comprehensive two-day symposium with a multidisciplinary approach on nor-

mal and pathological gait and spinal dynamics, current and advanced techniques

of therapeutic planning, orthotic prescriptions and components. New develop-

ment demonstrations and presentation of fabrications of spinal, hip, knee ankle,

foot orthosis with biomechanical and kinesiological implications. Guest faculty

consisting of nationally recognized authorities.

Course Credits: Applied for Pennsylvania and AMA Academy of Family Physicians

Registration limited to 200 — Physicians: $120.00; Registered therapists, orthotists,

counselors, etc.: $90.00; Residents, interns and students: $60.00

Overnight accommodations available — Lunches included in registration fee.

Double Occupancy: $23.50 (meals not included)

Single Occupancy: $18.50 (meals not included)

Inquiries: Office of Continuing Medical Education, Temple University Health Sciences

Center, 3400 North Broad Street, Philadelphia, Pennsylvania, 19140
Phone: (215) 221-4787
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ofthe members
ofthe Medical

Societyof Delaware
have alreadysignedup

forthe MSD endorsed
liability insurance plan.
Why such support? Because this special package from

/Etna Life & Casualty is a very practical approach to a doctor’s

needs in liability coverage. Coverage that includes

professional, office premise and catastrophe liability insurance,

all in one package. It can even be extended to cover your

professional equipment, too.

Want to know more? Contact your MSD office or the nearest

/Etna Life & Casualty agent.

LIFE& CASUALTY

You get action with /Etna

The Standard Fire Insurance Company, Hartford, Conn.



Speakers on
“Ask the Doctor”

Speakers for April, 1974 on the Tuesday radio program (11:05 a.m.

WDEL) produced by the Medical Society of Delaware are: April 2, Ray-
mond R. Noble, M.D., Diverticulitis; April 9, James R. Dearworth, M.D.,
Strep Throat; April 16, Alfred Bacon, M.D., Rehabilitation after Myo-
cardial Infarction; April 23, John T. Oglesby, M.D., Cancer Detection by
Radiology; April 30, Lawrence Katzenstein, M.D., Skin Cancer.

A Doctor’s

Opinion
Participants for April, 1974 on the Wednesday afternoon television pro-

gram (5:30 p.m., Channel 5) produced by the Medical Society of Dela-

ware are: April 3, James T. Metzger, M.D., Plastic Surgery; April 10,

Dene T. Walters, M.D., Who Needs a Family Doctor?; April 17, Herman
Rosenblum, M.D., Cystic Fibrosis; April 24, Conley Edwards, M.D., Gall-

bladder Disease.

In the News Ali Z. Hameli, M.D. has been elected President of the National Associa-

tion of Medical Examiners for a second straight year. He previously

served terms as Vice-President and Secretary-Treasurer of the Associa-

tion.

William H. Duncan, M.D. has been promoted to brigadier general in the

National Guard. He is deputy commander of the 261st U.S. Army Stra-

tegic Communications Command of the Delaware Army National Guard.

John M. Levinson, M.D. spent the month of January in Southeast Asia

where he led a three-man team from the Johns Hopkins Hospital Inter-

national Sterilization Training Project teaching Laparoscopic Steriliza-

tion in Malaysia and Thailand. Doctor Levinson gave presentations on

Laparoscopy before the Obstetrical and Gynecological Society of Malaysia

and the First Southeast Asian and Oceania International Planned Parent-

hood Federation meeting in Bangkok, Thailand. (Doctor Levinson’s paper

on Laparoscopy appeared in the March, 1973 Journal). He also spent

ten days studying the problem of opium production and addiction in

northern Thailand and in Laos. A report is being forwarded to Senator

Edward M. Kennedy.

Allen C. Wooden, M.D. spoke on “The Rise of Medical Universities in

Italy,” March 17th before the Wilmington Friends of Italian Culture at

Padua Academy.

G. Dean MacEwen, M.D. was appointed by Governor Tribbitt to the Board

of Trustees of the Delaware Institute of Medical Education and Research.

He replaces Pierre L. LeRoy, M.D. whose term has expired.

Supplemental

Food Program
The Division of Public Health has been awarded a short-term grant to

provide supplemental foods to low-income patients who are nutritionally

at risk. This includes pregnant and lactating women, and children from

birth to four years of age. To be eligible, patients must be on Medicaid,

AFDC, or Foster Children programs.

Any physician who is giving medical care to such patients and feels there

is a need for supplemental food, kindly contact the Office of Maternal and
Child Care in Dover for further details. Telephone number 678-4784.
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New Pamphlet
for Patients

Handicapped
Child Conference

V.D. Symposium

Summer Sex

Program

Child Psychiatry

Congress

Maryland
Annual Meeting

“When Should You See a Doctor?”— a new pamphlet produced by Aetna

Life and Casualty— is available free of charge to physicians for use in

waiting room booklet racks. The booklet explains that while common
sense may drive people to seek medical attention in an emergency, a

periodic examination when a person is well may be the most important

part of good health care. Copies of “When Should You See a Doctor?”

are available by writing to: Editorial Services, Public Relations & Adver-

tising, D-A, Aetna Life & Casualty, 151 Farmington Avenue, Hartford,

Connecticut, 06115.

CLINICAL NOTICES AND MEETINGS

The 12th Annual Conference on the Handicapped Child, sponsored by the Coordin-

ating Council for the Handicapped Child of Delaware, will be held at the Alfred I.

DuPont Institute, Wilmington, May 4, 1974. The theme of the conference is “Career

Planning for the Handicapped Child.”

The Medical Society of Delaware is cosponsoring with the American Medical Asso-

ciation and other state medical societies, a Symposium on Venereal Diseases,

scheduled for May 18, 1974, 9:00 a.m. to 5:00 p.m., in Washington, D.C., at the

Shoreham Hotel. For more information, write to Mr. Frank W. Barton, Secretary

to the Council on Environmental, Occupational, and Public Health, AMA, 535

North Dearborn Street, Chicago, Illinois, 60610.

Indiana University’s Institute for Sex Research will hold its 1974 Summer Program
in Human Sexuality June 16-27, 1974. Indiana University will host the program

which will include a lecture course, forums on sociosexual issues, a sex counseling

symposium, and an attitude-reassessment program. The registration fee is $285.00.

For registration forms and more information, write to Ms. Ruth Beasley, Chair-

person, Summer Program Committee, Institute for Sex Research, 416 Morrison Hall,

Indiana University, Bloomington, Indiana, 47401.

The Eighth International Congress of the International Association for Child Psy-

chiatry and Allied Professions will be held July 28-August 2, 1974 at the Philadel-

phia Civic Center. The congress theme is “The Vulnerable Child.” For informa-

tion write to the International Association for Child Psychiatry and Allied Profes-

sions, P.O. Box 1974, Philadelphia, Pennsylvania, 19105.

The 176th Annual Meeting of the Medical and Chirurgical Faculty of Maryland

will be held April 17-19, 1974 at the Baltimore Civic Center. There is no registra-

tion fee and all Delaware Physicians are invited. For a program and registration

forms, write to Mr. John Sargeant, Executive Director, Medical and Chirurgical

Faculty of the State of Maryland, 1211 Cathedral Street, Baltimore, Maryland,

21201.

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerenson, R.N.
ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE
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V V hen you determine that the

depressive symptoms are associated

with or secondary to predominant

anxiety in the psychoneurotic

patient, consider Valium (diazepam)

in addition to reassurance and

counseling, for the psychotherapeutic

support it provides. As anxiety is

relieved, the depressive symptoms
referable to it are also often relieved

or reduced.

The beneficial effect of Valium is

usually pronounced and rapid.

Improvement generally becomes

evident within a few days, although

some patients may require a longer

period. Moreover, Valium (diazepam)

is generally well tolerated. Side

effects most commonly reported are

drowsiness, ataxia and fatigue. Caution

your patients against engaging in

hazardous occupations or driving.

Frequently, the patient’s symptoms
are gready intensified at bedtime.

In such situations, Valium offers an

additional advantage: adding an h.s.

dose to the b.i.d. or t.i.d. schedule

can relieve the anxiety and thus

may encourage a more restful

night’s sleep.

symptom complex

toValium (diazepam)

Precautions: If combined with
ither psychotropics or anticonvul-
ants, consider carefully pharma-
ology of agents employed

; drugs
uch as phenothiazines, narcotics,

>arbiturates, MAO inhibitors and
ither antidepressants may poten-
tate its action. Usual precautions
ndicated in patients severely de-
pressed, or with latent depression,
t with suicidal tendencies. Observe
isual precautions in impaired renal

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, N.J. 07110

or hepatic function. Limit dosage to

smallest effective amount in elderly

and debilitated to preclude ataxia

or oversedation.

Side Effects: Drowsiness, con-

fusion, diplopia, hypotension,

changes in libido, nausea, fatigue,

depression, dysarthria, jaundice,

skin rash, ataxia, constipation, head-
ache, incontinence, changes in sali-

vation, slurred speech, tremor,

vertigo, urinary retention, blurred

vision. Paradoxical reactions such

as acute hyperexcited states, anx-

iety, hallucinations, increased mus-
cle spasticity, insomnia, rage, sleep

disturbances, stimulation have been

reported ;
should these occur, dis-

continue drug. Isolated reports of

neutropenia, jaundice; periodic

blood counts and liver function tests

advisable during long-term therapy.

Valium2-mg, 5-mg, io-mg tablets

(diazepam)
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POSTGRADUATE EDUCATION

The physician has classically assumed the

role of the perpetual student. The increasing

complexity of medicine today makes this even

more appropriate than in the past. This ef-

fort by the physician guarantees that his pa-

tient will benefit from recent scientific ad-

vances.

The physician has a large selection of gen-

eral and specialty journals. Audio tapes have

become more propular. Weekly departmental

conferences and hospital rounds are vital to

his education. Serving on the teaching serv-

ice at his hospital always is a stimulus to

maintain his competence. Consultations by

subspecialists on his patients is another

method of keeping up with recent advances.

Medical conventions serve to summarize the

advances over the last year and give the doc-

tor the opportunity to have his questions

answered. There are a large number of courses

available to assist the physician in areas that

he chooses to study. It is important to main-

tain the proper balance— where are our

strengths, and where are our weaknesses?

— and to act accordingly.

As long as postgraduate education is volun-

tary, it will maintain the tradition of excel-

lence in medicine. It will serve to motivate the

physician, as freedom always offers a better

environment in which to grow. But if coercion

and threats are used to force one to study

instead of the pursuit of knowledge being the

motivation for study, resentment is more
likely to be obtained.

The Medical Society of Delaware encour-

ages all physicians in our state to maintain

their high level of postgraduate education. We
urge you to keep a record in your drawer on

a week-to-week basis so that each year you

can answer the Society’s postgraduate edu-

cation questionnaire accurately. I feel this

information can be used to protect this volun-

tary effort and to prevent compulsory legisla-

tion.

I feel that relicensure and recertification

should be handled the same way— volun-

tarily, not in a compulsory manner. I do not

feel a physician should be forced to take

written tests to prove his competency as a

physician or as a specialist at specified inter-

vals. The field of medicine exerts enough
pressure on the physician. New, unnecessary

pressures will not improve his performance,

but instead will increase his stress. I realize

that this viewpoint of mine is contrary to the

tide of opinion that I have recently read from

many sources concerning the inevitability of

compulsory testing for relicensure and recerti-

fication. I feel the physician will make a

serious mistake to agree to this unnecessary

threat to his future.

The senators, the attorneys, the chemists,

etc. who would have us take tests, never

seem to understand why they should be tested

in turn.

So, keep up your excellent record of post-

graduate education, maintain a careful record

that you can report to the Medical Society of

Delaware on an annual basis, and don’t let

anybody talk you into compulsory legislative

schemes. How can the group who are most

respected with a proven record, ie, physicians,

be supervised or controlled by a group with

less respect and a mediocre record?
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The more physicians

consider the hemodynamics of

loweringhlood pressure...

Most physicians now agree on

the importance of reducing

blood pressure in the hyper-

tensive patient. But high blood

pressure exists, of course, only

as part of a complete clinical

picture. The hemodynamic
profile of well-established es-

sential hypertension is charac-

terized by elevated arterial

blood pressure, normal cardiac

output, and increased total

peripheral resistance.

And so, physicians are increas-

ingly concerned with the ef-

fects of an antihypertensive

agent not only on blood pres-

tained? And, also, is there

likely to be drug-induced pos-

tural hypotension serious

enough to pose a threat to the

patient’s cerebrovascular

status?

With this emphasis on overall

drug performance has come a

growing reliance on ALDOMET®
(Methyldopa, MSD) in the

treatment of sustained moder-

ate hypertension.

With its unique hemodynamic

profile, ALDOMET has drawn

increasing attention and ap-

proval from physicians. First,

of course, for its efficacy in

sure itself but also on the

hemodynamic pattern— in

short, with the total effect of

the drug. Does it indeed help

lower blood pressure effec-

tively? Is peripheral resistance

reduced? Are cardiac output

and renal functions main-
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LEPTOSPIROSIS

— A REVIEW

Donald R. Weidner

Introduction:

Leptospirosis, a zoonosis, is an infectious

disease caused by spirochaete organisms of

the genus Leptospira. The clinical presenta-

tion of leptospirosis varies from a moderate,

influenza-like illness to the severe, life-threat-

ening form of classical Weil’s syndrome. Al-

though leptospirosis is uncommonly reported,

there is good reason to believe the incidence

is high, suggesting that many cases go un-

diagnosed. This review illustrates the clinical

and epidemiological aspects of leptospirosis

and is an effort to increase physician aware-

ness.

Clinical Course of the Disease

Leptospires are believed to enter the body

through breaks in the skin or penetration of

mucous membranes, or possibly by inges-

tion .
1 - 2 The incubation period ranges from

two to twenty days, but is usually seven to

twelve days .

2-4 The ensuing disease usually

runs a biphasic course with a short afebrile

interval.

The onset of symptoms is rather abrupt.
5

Classical findings include: fever; headache,

frequently retrobulbar; photophobia; myalgia;

muscle tenderness; conjunctival injection; ab-

dominal pain; anorexia; nausea and vomiting;

diarrhea or constipation; and proteinuria. At
this stage leptospires are circulating in the

blood stream .
1 - 3 ’4 ' 6 ' 7 Other early signs and

symptoms may include: macular rash, arth-

ralgia, nuchal rigidity, pneumonitis, brady-

cardia, hypotension, arrhythmia, myocarditis,

parotitis, epididymitis, testicular pain, and

pancreatitis .
4 7 ’ 8 Manifestations in this phase

probably relate to the spread of leptospires

and localization with inflammation in specific

organs .
910 Phase one usually lasts four to

seven days.

Phase two generally begins after a brief

afebrile period of one or more days, but may
merge imperceptibly with phase one .

411 The
hallmark of phase two is leptospiruria, which

is the result of localization and multiplication

of leptospires in the renal tubules .
2 - 3 ’ 12 In this

phase classical findings are: fever, renal inter-

stitial nephritis, meningitis, uveitis, and hepa-

tomegaly with hepatic tenderness and mild

icterus .
13 -4 ’ 7 Also less commonly seen are: a

hemorrhagic rash; neurological signs including

nerve palsies, radiculitis, encephalitis; and

alopecia .
7 Manifestations of phase two are be-

lieved to be related to the mounting immuno-

logic response .
2 4 7 There is also speculation

Donald Weidner is a senior student at Jefferson Medical College.
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TABLE I

FREQUENCY OF SIGNS AND SYMPTOMS NOTED IN CONFIRMED CASES OF LEPTOSPIROSIS EXPRESSED
AS THE PERCENTAGE OF CASES EXHIBITING THE PARTICULAR SIGN OR SYMPTOM

STUDY: HEATH, ALEXANDER, ALLEN, WEBER, FOX, PILON8 LAWSON, MICHNA15
GALTON5* RUSSELL'S

No. of Cases:

Signs & Symptoms:
483 19 182 10

Fever 1 00 % 89.5% 1 00 %
Headache 77 63.3 52.1 % 100
Myalgia
Gastrointestinal

68 47.3 42.3

symptoms 60 21 32.7 60
Respiratory symptoms 27 39 40
Renal symptoms 51

Abrupt onset 78 38.4
Retrobulbar pain 30.2
Photophobia 9 17 50
Conjunctival injection 33 47.3 46.7 60
Arthralgia 19 15.9
Lymphadenopathy 12 21 24.7 20
Muscle tenderness 15.8 23.6 60
Abdominal tenderness 23.1
Meningismus 37 19.8 80
Hemorrhage 9 10.5 15.4
Rash

Splenomegaly with

14.8 20

tenderness

Hepatomegaly with

31.6 8.8 20

tenderness 19 47.3 7.7
Icterus 43 3.4
Albuminuria 19 30
Cardiac symptoms
Dizziness

9
10.5

30

‘Superior numbers refer to references.

that destruction of the organisms may pro-

duce toxins which are responsible for many
of these manifestations. 13 Antigen-antibody

complexes have been suggested as the etiology

of the meningitis seen in this stage of the

disease.414 Phase two may persist for up to

30 days, but is inapparent in up to 35% of

all cases. 7

Classical Weil’s disease appears to be a seri-

ous sequela of ordinary leptospiral infections,

occurring in 5 to 10% of all infections. 7 Weil’s

syndrome is characterized by: progressive

jaundice, anemia, myocarditis, azotemia,, renal

failure, marked leukocytosis, pancreatitis,

hemorrhagic diatheses, vascular collapse, de-

lirium, with death occurring in 10 to 15%
of these cases. 4 - 7 ’

8 Weil’s syndrome is not the

only sequela to leptospiral infection, however,

as the organism is known to cross the placenta

and cause abortion of the fetus. 2
- 10

Clinical Features with Regard to Diagnosis

Diagnosis of leptospirosis on purely clinical

findings is conceded to be unreliable. Four

studies listing the frequency of selected signs

and symptoms in leptospirosis patients are

presented in Table I. The consensus of

these studies is that fever, headache, gastro-

intestinal complaints, conjunctival injection,

and myalgia are the most common manifesta-

tions of leptospirosis. However, these mani-

festations are common to a great many infec-

tions, particularly those of viral origin; thus

they are not diagnostic.

Zack, Barr and Sinaly summarize the diag-

nostic problems of leptospirosis as follows:

(1) physician failure to consider the diag-

nosis; (2) misdiagnosis of hepatitis; (3) diag-

nosis dismissed because of a negative history;

(4) diagnosis dismissed because of lack of

icterus and normal liver function studies; and

(5) diagnosis missed because appropriate

serological studies are not done.9

Leptospirosis presents a varied clinical pic-

ture and must be differentiated from: aseptic
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TABLE II

LEPTOSPIROSIS AND ASEPTIC MENINGITIS

Authors of Study Perry14 ’ Ross, Ives24 Hubbert25 Hubbert, Humphrey2^

Group studied leptospirosis aseptic aseptic patients with CNS
cases meningidities meningidities disease

Geographic area England and
Wales

Scotland California California

Date 1947-50 1959-69 1956-60 1961-65
No. cases studied

No. meningitis cases

418 2200 575 540

due to leptospirosis ? 56 23 18

% meningitis cases

due to leptospirosis 3-6% 2.55% 4% 3.3 %

’Superior numbers refer to references.

meningitis, viral hepatitis, influenza, neph-

ritis, encephalitis, poliomyelitis, pneumonitis,

infectious mononucleosis, brucellosis, cox-

sackie virus disease, ECHO virus disease,

typhoid fever, cholecystitis, appendicitis,

rickettsioses, lymphocytic choriomeningitis,

primary atypical pneumonia, rheumatic fever,

and tetanus. 1
- 2 - 5 - 16 It is not encouraging that

in 1969, 40% of all cases of leptospirosis were

misdiagnosed as viral hepatitis, and in 1970,

25% were misdiagnosed as meningitis with

another 20% misdiagnosed as encephalitis. 17

Special mention should be made concerning

some manifestations of leptospirosis with re-

gard to diagnosis. Heath, Alexander and Gal-

ton’s study illustrates that about half the

cases of leptospirosis have some renal expres-

sion such as pyuria, hematuria, uremia, or

proteinuria. 5 Microscopic examination of kid-

neys infected with leptospires demonstrates

interstitial nephritis and acute tubular

necrosis. 313 Renal tubular necrosis is said to

be the most common cause of death in lepto-

spirosis. 12
’ 13 However, in one series of pa-

tients followed up to 14 years after recovery

from the disease, there was no evidence of

permanent renal impairment. 18

The icterus seen in leptospirosis appears to

be hepatocellular in origin, although there

may be a component of hemolysis as well. 7

Routine laboratory tests often reveal: an ele-

vated serum bilirubin, mostly direct reacting;

an elevated serum alkaline phosphatase; bili-

rubinuria; azotemia; but only minimal changes

in serum proteins and SGOT.719 These al-

tered laboratory parameters contribute to the

misdiagnosis of infectious hepatitis. In the

differentiation of leptospirosis from infectious

hepatitis it is important to remember that the

former disease presents with conjunctival in-

jection, mild elevation of the SGOT, and a

marked elevation of the erythrocyte sedimen-

tation rate. 20

Cardiac involvement occurs in about 10%
of the cases of leptospirosis. 5 ’21 Typical mani-

festations include: congestive heart failure,

cardiomegaly, pericarditis, valvular dis-

ease, tachycardia, and electrocardiographic

changes. 22 At times pulmonary spread pro-

duces a hemorrhagic pneumonitis with cough

and hemoptysis. 23

Meningitis occurs in about 35% of patients

with leptospirosis and is often assumed to be

viral meningitis. In their review of 483 proven

cases of leptospirosis in the United States be-

tween 1949 and 1961, Heath, Alexander and

Galton found 18% of these cases were initial-

ly diagnosed as aseptic meningitis while 17%
were correctly recognized as leptospirosis. 5

Therefore, studies were undertaken to de-

termine how often aseptic meningitis was ac-

tually due to leptospirosis. (Table II) The

results indicate that over 3% of all cases of

aseptic meningitis are due to leptospirosis.

Some authors feel that this figure is too low.'

Laboratory Diagnosis

Definitive diagnosis of leptospirosis can be

made only by laboratory means although the

routine clinical microbiology laboratory does

not always have adequate facilities to make

this diagnosis.
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Figure 1

Some Features of Leptospirosis

Weeks

Fever

Phase

Organisms in

:

Blood

CSF

Urine

Antibody
Titer

1

yyvv

3

\

4

1 - Leptospiremia
|

2 - Leptospiruria

4—1—1—1—1 11 1 1 I I lii .i.i.. _ _ _

i i i i i i i i i t i i lii i i i ri i u rn

1 4-1 1 1 1 1 II 1 1 14-4.4 4-4 . |
, | M-l-l. J. I.I 4-1-1 1 1 1 1 1 1 I.I 1

Normal Response

Anamnestic
^ Response

Response with
Early Therapy

There are four diagnostic laboratory

methods. 27 First is identification of the organ-

ism in blood, urine, or cerebrospinal fluid by
phase contract microscopy.813 -

28 The spiro-

chaete can be found in the blood in the early

phase of the disease and in the urine sedi-

ment in the later stages. 2 (Figure 1)

However, many organisms must be present

in the urine, and recognition of leptospires is

difficult since differentiation from contamin-

ants in spun urine requires an experienced

observer.

Second, the organisms can be cultured on

Fletcher’s semisolid or Stuart’s liquid or

Ellinghausen’s commercial media, or in a

prepared medium of peptone broth with 10%
inactivated rabbit serum.4 - 27 - 28 The cultures

should be incubated aerobically at 30°C, and

growth will be noted in 50% of the isolates

by two weeks, although incubation for six

weeks is suggested.8 -27 Injection of isolated

organisms into weanling hamsters should re-

sult in death of the hamsters by six weeks. 25

Third, muscle biopsy of the gastrocnemius

muscle during phase one of the disease may
confirm the diagnosis. Levaditi stain or silver

stain is used to identify the organisms.27

The final (and usual) method of diagnosis

is by a serologic test with an antibody rise

occurring during the second week of illness.

(Figure 1)

A genus specific, indirect fluorescent anti-

body technique which detects IgM has proven

to be an early diagnostic method, at times

positive within three days of onset of fever. 29
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TABLE III

LEPTOSPIROSIS AS EVIDENCED BY ANTIBODY TITERS IN RANDOM AND SELECT POPULATIONS

Author of Study: Henderson35 * Henderson35
(reported

by)

Goldberg,

Blendon,

Logue36

Allen,

Seultmann,

Evans37

Willis,

Wannan3 §

Baker39 Mitchell40

Group Studied: 876 people 1 1 1 people 1 077 routine 41 34 sus- New Guinea Malayans 209 US sol-

at occupa-

tional risk in

England

in Nothern

Ireland

admission

sera in

Missouri

pected cases

on people at

occupational

risk

—

Wisconsin

natives with FUO diers in

Viet Nam
with FUO

Date 0 ? 0 1953-1963 ? 9/66-2/67
Criterion For

Positive Diagnosis

titer 1 :8 0 titer 1 : 1 00 titer 1 :50 titer 1 : 1 00 titer 1:100 0 ?

Percent Positive .5% 2.7% 2.6% 2.6% 53 % 40% 8.6%

’Superior numbers refer to references.

Macro- and microagglutination techniques are

the standard methods, but these are serotype

specific and therefore require a battery of no
less than 12 antigens for accuracy. 27 30 A com-
plement fixation test which is genus specific

is alternatively available. 27 34 Of the 483 cases

reported by Heath, Alexander and Galton,

3% were diagnosed by culture while 97%
were confirmed by a change in antibody titer

of four-fold or more. 5

Treatment

In vitro susceptibility tests show penicillin

to be highly effective against leptospires, and
when the diagnosis of leptospirosis is confirm-

ed or strongly suspected, the drug of choice

is penicillin. If the antibiotic is started before

the fourth day of illness, 2.4 million units of

penicillin per day is recommended. If treat-

ment is begun later, six to ten million units

per day should be used, and if the patient

is severely ill, up to 40 million units per day
have been advised. 7 For patients allergic to

penicillin, 2 grams per day of tetracycline

is suggested as alternate therapy. 22 Although

most cases of leptospirosis recover spontane-

ously, early antibiotic therapy is thought to

diminish the complications of jaundice, renal

failure, meningitis, and hemorrhagic dia-

thesis.27 However, it should be emphasized

that some authorities feel that antibiotic

therapy has little if any effect on the out-

come of leptospirosis. 32 Supportive measures

such as dialysis and steriod therapy are some-

times indicated.

Specific antiserum for Leptospira ictero-

hemorrhagiae is available,2 and in New Zea-

land’s dairy district where leptospirosis is very

prevalent, a vaccine is being tested but with

discouraging initial results. 33

Epidemiology

When obtaining the history from a patient

suspected of having leptospirosis, it is essent-

ial to keep in mind the epidemiological as-

pects of the disease, since there are striking

seasonal, transmissional, and occupational

factors. The true prevalence of leptospirosis

is not known, but it is generally believed to

be more common than reports indicate. The
Communicable Disease Center in Atlanta,

Georgia, reported an average of 70 to 80

cases per year in the United States between

1965 and 1968. 34 The highest incidence in re-

cent years occurred in 1964 when 142 cases

were reported, many from a single epidemic in

Iowa. 16 This would indicate a very low fre-

quency of infection for the population at

large. Yet many infections are probably in-

apparent or misdiagnosed. Serological studies

on several random and select groups have

found a much higher incidence as indicated

by antibody levels. (Table III) Southeast

Asian natives may run an infection rate close

to 50% of the population, while natives of the

United States and Britain run a population

infection rate about 2.6%. Of 277 infections

in the United States from 1965 to 1968, lep-

tospirosis was felt to be contributory to death

in 4% of the cases. 16
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TABLE IV

THE PERCENTAGES OF ALL LEPTOSPIRAL INFECTIONS DUE TO THE THREE COMMONEST SEROTYPES IN
SUCCESSIVE UNITED STATES STUDIES

Authors of Study

Heath, Alexander,

Galton 5
*

Busch34 Morbidity & Mortality17

Years surveyed 1949-61 1965-68 1970
Cases 483 277 52
% due to L. icterohemorrhagiae 41 24 12

% due to L. canicola 28 30 44
% due to L. pomona 20 17 15

‘Superior numbers refer to references.

Geographic differences in occurrence are

noted within the United States as well as

within the world. Reviewing 483 cases in the

United States from 1949 to 1961, Heath,

Alexander and Galton noted more than 50%
were from southern states with the midwest-

ern states also reporting a rate greater than

the national average. 5 In update of the

United States data from 1965 to 1968 Busch
still found more than half the cases in the

South, while Hawaii led all individual states

with Iowa second. 34 These figures probably

reflect physician awareness and interest in

discovering leptospirosis, since six of Iowa’s

seven neighboring states failed to report any

cases from 1965 to 1968. 34 While the south-

ern and midwestern states are largely rural,

urban areas such as New York City have ex-

perienced outbreaks of leptospirosis.9

Seasonal distribution is characteristic with

yearly peaks in late summer to early

fall. 2 517
'
26 Forty-eight percent of the cases in

the United States from 1965 to 1968 occurred

in July, August, or September. 34 In New
Zealand, peak monthly outbreaks correlate

with a wet, rainy preceding month. 33

Many studies report that leptospirosis most

often involves both white and non-white

males51417 between ten and fifty years of age.

At present there are over 130 serotypes of

leptospires divided into 16 related subgroups. 2

Serotypes commonly screened because of

known pathogenicity include L. ballum, L.

canicola, L. icterohemorrhagiae, L. bataviae,

L. grippotypfaosa, L. pyrogenes, L. autumnalis,

L. pomona, L. sejroe, L. australis ,
L. hyos,

and L. mini georgia 21 A saprophytic form,

L. biflexa, is sometimes used for its genus-

specific antigen in serologic testing. In the

review of 483 cases in the United States from
1949 to 1961, Heath, Alexander and Galton

found ten different serotypes implicated as

etiologic agents, but three types, L. ictero-

hemorrhagiae, L. canicola, and L. pomona, ac-

counted for 89% of all infections. 5

Table IV compares the percentage of in-

fection among the three main serotypes in

successive United States studies. A trend is

noted to fewer infections due to L. ictero-

hemorrhagiae and more infection by L. cani-

cola, with L. pomona infections remaining

about the same.

Some studies suggest certain serotypes in-

duce particular clinical manifestations. Men-
ingitis is prone to occur with L. canicola and

L. pomona infections; renal dysfunction oc-

curs often with L. canicola; hemolysis is more

likely from L. canicola, L. pomona, L. autum-

nalis, and L. grippotyphosa; eye manifesta-

tions are seen with L. ictrohemorrhagiae, L.

canicola, L. pomona, and L. autumnalis; pro-

gressive jaundice is most likely from L. ictero-

hemorrhagiae; L. ballum is apt to produce

testicular pains. 11 -42

A wide variety of animals is known to carry

and shed leptospirosis. These animals include

rats, mice, dogs, cattle, swine, horses, chickens,

skunks, raccoons, opossums, muskrats, wood-

chucks, foxes, voles, deer, rabbits, shrews,

bats, bobcats, beavers, nutria, armadilloes,

hedgehogs, squirrels, reptiles, frogs, and

ticks. 2 ’ 7 ’815 ’ 25 33 ’ 34 ’
41 ’43 The prevalence of an-

imal carriers is difficult to determine, but a

survey of the dog population in Baton Rouge,
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TABLE V

SUMMARY OF ANIMAL CARRIERS OF SELECTED LEPTOSPIRAL SEROTYPES

Serotypes icterohemor-

rhagiae

canicola pomona ballum grippo-

typhosa

australis hyos hardjo

Carriers ratsi.ML
43,45*

skunks43

nutria43

opossums43

dogs43

dogs 1 - 5 -

41,43

skunks43

oppossums43

cattle 1 - 5 - 17 -

33,43

swine43

skunks43

opossums 1 - 5 .

43

mice 1 -41 -43

raccoon43

skunks43

reptile25

squirrel44

skunks44

raccoon44

fox44

opossums44

vole44

mice44

squirrel44

nutria44

beaver44

fox44

opossums44

raccoon44

skunks43 cattle43

^Superior numbers refer to references.

Louisiana, found a carrier rate of 25%,41 a

figure identical to the one reported for dogs

screened serologically with L. canicola anti-

gens from Cairo, United Arab Republic. 3 A
survey of the Norwegian rat population in

eastern Canada revealed a carrier rate up to

46% for L. icterohemorrhagiae. 44 Sometimes
animal carriers will develop disease resulting

in fever, anorexia, weight loss, hemoglobinuria,

icterus, decreased milk production, and abor-

tion; and animal outbreaks, can become a

veterinary problem. 41 An animal vaccine is

being used in the United States and elsewhere

to attempt control of infection and carrier

states in domestic animals. 33 It is of epidemi-

ologic interest that certain animals more
commonly carry certain leptospiral serotypes.

Table V summarizes the animal carriers of

selected serotypes. It is seen that rats are

most often associated with L. icterohemor-

rhagiae, dogs with L. canicola, cattle and
swine with L. pomona, mice with L. ballum,

and wild animals with many serotypes includ-

ing L. grippotyphosa and L. australis.

Transmission of the disease to men can be

either direct, with organisms passing through

skin, mucous membranes, genitals, conjunc-

tivae or placentae, or indirect, when infection

follows contact with contaminated soil, water,

or food. 2 Of the infections reported in 1970,

the source of infection was judged to be con-

taminated water in 41%, dogs in 31%, and
rodents in 7% of the cases. 17 In a California

study, 32 of 39 people who developed lepto-

spirosis had contact with animals and polluted

water prior to infection. 26 Swimming water

has been found to be the source of several

leptospirosis epidemics25 34 and attack rates

sometimes reach 50%. 16 Bathroom water

contaminated by rat urine has been implicat-

ed in infections in New York City. 9

It has long been recognized that leptos-

spiral infections are more prevalent among

TABLE VI

PERCENTAGE OF POSITIVE SEROLOGICAL TESTS FOR LEPTOSPIROSIS AMONG
SELECTED OCCUPATIONAL GROUPS

Authors of Study Goldberg, Blendon,

Ogue36*
Allen, Seultmann,

Evans37

Philip, Casper,

Stoenner, Lackman,

McGreevey48

Hansman, Murphy,
Wannan, WoolardL,

Bolger4?

Geographic area
Year

Criterion for positive

Occupational group
with % of reactors

Missouri

1957-60
titer >1 :50

veterinarians 5.9 %
conservation workers

’Superior numbers refer to references.

Wisconsin
1953-63
titer >1 :1 00
packing house

workers 3.3 %
veterinarians 1 .5 %

Montana
9

titer > 1 :1 00
abattoir workers 4.4 %

Australia
9

titer >1 :1 00
abattoir workers 15%
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people employed in certain occupations. Those
considered particularly at risk are farmers,

veterinarians, meat handlers, abattoir work-

ers, foresters, fishermen, hunters, sewer work-

ers, miners, construction workers, and river-

men. 2
’
21 ’43 -46 ’47

Table VI illustrates the percentage of posi-

tive serologic reactions among selected oc-

cupational groups. It is seen that abattoir

workers and veterinarians run a definite risk

of leptospirosis. In England and Wales from

1947 to 1950, 31% of the patients were farm-

ers, 19% were swimmers, 5% were sewer

workers, and 4% were miners. 13

Summary:

Leptospiral infections appear to be much
more common than realized. This fact should

be called to the attention of primary physi-

cians. In turn, the clinician must be familiar

with the clinical presentation, the proper di-

agnostic tests, and the epidemiologic aspects

of the disease.

Leptospirosis may present as an influenza-

like illness, nephritis, or aseptic meningitis.

Often it is confused with hepatitis.

The easiest reliable means of diagnosis re-

mains the serological tests.

A history of occupational or recreational

exposure to animals and contaminated water,

particularly in late summer or early-fall,

should make one suspicious of leptospirosis.
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TREATMENT OF RHEUMATOID ARTHRITIS

This paper describes a program of management

for rheumatoid arthritis which utilizes rest, physical

therapy and drugs in relationship to their disease

activity and joint destruction. A sequence for

using various anti-rheumatic drugs is stressed.

Nathan M. Smukler, M.D.

Physicians who enter upon the treatment

of patients with rheumatoid arthritis (RA)
must choose from an ever-increasing spectrum

of drugs of varying potency and toxicity.

Furthermore, they should appreciate the roles

of rest and physical therapy in the manage-
ment of this disease. In this presentation we
will review: 1) rest as a treatment modality;

2) a method of integrating rest and physical

therapy in the treatment program; 3) the

drugs we consider to be most valuable; 4) the

sequence of use of these drugs. The important

role of surgery in the management of RA is

beyond the scope of this presentation. Also,

this review has been developed with adult pa-

tients in mind, and certain aspects of the pro-

gram, particularly dosage schedules, do not

apply to children. For those interested in the

treatment of juvenile rheumatoid arthritis,

an excellent review of this subject is avail-

able. 1

The Basic Program

Rest— Over the years physicians have ad-

vocated rest in the management of RA pa-

tients, and although this is an empirical meas-

ure, there is rationale for its use. The mild

mechanical stress upon joint tissues associated

with joint motion may be a factor in the

Dr. Smukler is an Associate Professor of Medicine, Division of
Rheumatology, Jefferson Medical College.

This paper was originally presented at the Beebe Hospital as part
of the Continuing Medical Education Seminars for Physicians, spon-
sored by the Delaware Institute of Medical Education and Research,
the University of Delaware and the Mediral Society of Delaware.

pathogenesis of RA synovitis. Furthermore,

when the systemic features of fatigue, weight

loss, or low grade fever are prominent, the

need for rest is obvious.

Rest as a treatment modality for RA pa-

tients may be conveniently divided into sys-

temic and joint rest, although there is some

overlap of the two. Systemic rest, a general

supportive measure utilized to allay physical

and emotional stress, is accomplished by re-

duction of the patient’s activity and by coun-

selling. Joint rest, limitation of joint motion,

or immobilization, are traditional methods of

managing synovitis irrespective of its etiology.

The degree of limitation of activity utilized

in formulating a program of systemic rest is

based primarily on the extent and severity of

rheumatoid inflammation, ie, disease activity.

In turn, evaluation of disease activity is based

upon clinical and laboratory findings, although

there is no general agreement as to which

indices most accurately reflect rheumatoid in-

flammation. The number of inflamed joints,

as detected by pain on motion, tenderness,

and swelling, the duration of morning stiffness,

and the erythrocyte sedimentation rate

(ESR) are utilized in most schemes for esti-

mating disease activity. 2 Joint destruction and

deformity, systemic manifestations, particu-

larly fatigue, and economic and psychologi-

cal factors also influence the degree and re-

striction of activity prescribed for these pa-
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tients. Thus patients with minimal disease

activity, as manifested by a few inflamed

joints, an hour or so of morning stiffness, and

a modest elevation of the ESR, may continue

with their daily routine provided it does not

include strenuous physical activity. Patients

with more active disease will usually benefit

from restriction of their activity.

Although no exact rule or formula can be

cited for determining the degree of restric-

tion, it should be related, as previously noted,

to disease activity, ie, the greater the disease

activity the greater the restriction. Examples

of measures that may be utilized to provide

increasing amounts of rest include: elimina-

tion of extra curricular activities; a nap, par-

ticularly for the busy housewife; a reduction

of the working day; and partial or complete

best rest. Those patients who have joint de-

formity or destruction will also benefit from

these restrictions. Generally, the rest pro-

gram can be dovetailed into the patient’s rou-

tine so that necessary and occupational or

domestic activities may be continued; how-

ever, with very active disease these roles may
have to be temporarily curtailed. In develop-

ing a rest program, it is occasionally neces-

sary to enlist the cooperation of an employer,

a supervisor, or a health officer at the patient’s

place of employment. Also, it should not be

forgotten that community resources for home-

maker service, may be utilized to provide rest

for a patient with child or home care re-

sponsibilities. It is best not to be rigid in

prescribing rest, for although most RA pa-

tients will gratefully accept it, an occasional

patient will become depressed as a result of

sudh restrictions. For these individuals it is

wise to temporize and devise a program of

less stringent restrictions. Finally it should

be emphasized that these restrictions are flex-

ible and may be increased or descreased de-

pending upon the patient’s response to the

overall treatment program.

The second component of systemic rest is

based upon emotional support and counselling.

RA patients frequently manifest anxiety or a

reactive depression reflecting limitation of

work and social activities, loss of body image,

or concern about ultimate deformity and

crippling. A helpful approach to these psycho-

logical problems is intelligent counselling and
support by a physician who is familiar with

the natural course of this disease and the

treatment modalities which are likely to be

of benefit. Severe anxiety or depression in

these patients calls for psychiatric consulta-

tion.

Joint rest, a basic tenet of the orthopedic

surgeon’s approach to the management of

synovitis, has not been generally utilized by
medically-oriented physicians. Severe syno-

vitis is the prime indication for joint rest, and
complete or almost complete resolution of the

inflammation may be utilized to gauge the

end point of this therapy. Joint rest may be

accomplished by a variety of techniques in-

cluding reduction or elimination of repetitive

joint motion related to work or leisure activi-

ties, casts, splints, braces, canes, crutches, and
bed rest. It is obvious that bed rest will also

contribute to both systemic and joint rest.

It is our impression that the value of rest

in the management of RA patients is not gen-

erally appreciated, and that these patients are

often advised by laity or physicians to “keep

moving” when such activity is detrimental

to their disease.

Physical Therapy— The second component

of the basic treatment program is physical

therapy in the form of therapeutic exercises.

Therapeutic exercise serves to maintain or in-

crease joint range of motion and to maintain

or develop the strength of muscles which move
and stabilize joints. It may seem a paradox

that both rest and therapeutic exercise are

emphasized in the basic program; however,

these modalities will be complementary

throughout treatment if they are carefully

integrated and regulated. Thus the type and

amount of exercise is individualized for each

patient primarily on the basis of joint activity

(inflammation). The patient with very pain-

ful swollen joints will usually be limited to

passive range of motion and muscle setting

exercises, whereas a patient with more moder-

ate arthritis will engage in active anti-gravity

range of motion exercises. Finally, the patient

who exhibits minimal activity will exercise

against the resistance of weights.

190 April, 1974



Treatment of Rheumatoid Arthritis— Smukler

TABLE I

TREATMENT OF RA WITH
Dosage Sched

ANTI-MALARIALS
ule

PHASE DURATION DOSE

1. Trial 6 months Chloroquine 250 mg/day
Hydroxychloroquine 200 mg/day

a. If improved

2. Continuation

STOP anti-malarial

a. If marked improvement

b. If marked improvement
6 months Chloroquine 250 mg/day

or remission 6 months Chloroquine 250 mg/every
2nd day

3. Maintenance Range: 250 mg daily to 250 mg
2 or 3x/week (use lowest dose
that maintains acceptable clini-

cal status)

Aspirin — Aspirin therapy completes the

basic program for rheumatoid arthritis pa-

tients. The frequency and method of admin-

istration of aspirin for these patients are

based upon the following observations: 1)

After ingestion of 0.6 gm of aspirin the peak

plasma salicylate level is reached in approxi-

mately two hours, and the half life of plasma

salicylate is approximately five hours. 3 2)

When aspirin is the sole or primary drug in

adult patients optimal dosage is just below

the toxic level. 3 ) The maximum dosage must
be established on a trial basis as individuals

vary with respect to the plasma salicylate level

at which toxicity, particularly tinnitus, devel-

ops. (This approach should not be utilized in

children as they have a higher threshold for

toxicity, and, in addition, they cannot be de-

pended upon to report early symptoms of tox-

icity.) Tinnitus is also a less reliable sign

in the aged and those with decreased hear-

ing. 4) Aspirin frequently affects the up-

per gastrointestinal tract, resulting in indi-

gestion, bleeding, or ulceration.

Treatment is initiated with 900 mg of as-

pirin (600 mg for patients over 60 years of

age) five times daily with doses immediately

after meals, at bedtime, and at three or four

A.M., the bedtime and early morning doses to

be taken with eight ounces of milk or skim
milk. If there are no untoward effects after

several days of treatment, the total daily dos-

age (not the individual doses) is then raised

by one or two tablets every two or three days,

with additional tablets being evenly distrib-

uted among the various doses. At the onset

of tinnitus, loss of hearing acuity, dizziness, or

persistent nausea, aspirin is withdrawn for a

period of 24 hours during which the symptoms
of toxicity will rapidly clear. Maintenance

therapy can then be instituted utilizing a to-

tal dosage which is one or two tablets less

than that which produced toxicity. When
nausea is the major manifestation of toxicity,

a trial of enteric-coated aspirin is in order

before resorting to a reduction in dosage as

this symptom may reflect a gastrointestinal

reaction rather than central nervous system

toxicity.

We have not found that patients object

to the 3 or 4 a.m. dose as it ameliorates their

morning stiffness and pain. They generally

will awaken spontaneously for this dose, or

an alarm clock may be utilized. This program

also calls for ingestion of aspirin with food or

milk and, in addition, an antacid after meals

and at bedtime. The frequent but usually

insignificant gastrointestinal bleeding mani-

fested in patients ingesting aspirin is indica-

tive of the irritating effect of aspirin on the

gastric mucosa; however, it is not clear

whether this is a direct effect or is mediated

by a qualitative or quantative alteration in

gastric mucus. 5 We believe that the above

program affords at least a modicum of pro-

tection for the upper G.I. tract.

Also, aspirin even in small doses, as 1 to 5
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TOXIC REACTION

1.

Ocular reactions 1.

a. Retinopathy

b. Corneal

opacities

2. Myopathy 2.

3. Psychosis 3.

4. Blanching of hair 4.

5. Nausea 5.

6. Rash 6.

TABLE II

ANTIMALARIAL TOXICITY

PRECAUTIONS

Examination by oph- 1.

thalmologist prior to

treatment and every

4-6 months during

treatment

History and Examination

History and Examination

History and Examination

History

History and Examination

TREATMENT MEASURES

Cessation of treatment

if there is any evidence

of retinal damage.
After clearance of

corneal opacities, treat-

ment may be resumed at

reduced dosage.

2. Cessation of treatment

3. Cessation of treatment

4. Cessation of treatment

5. Temporary cessation

6. Temporary cessation

tablets per day, may increase the bleeding

time by interfering with platelet adhesiveness.

The clinical significance of this observation

has not been entirely clarified; however, this

activity of aspirin may conceivably aggravate

bleeding induced by the irritative effect of this

drug on the upper gastrointestinal mucosa.

Other Drugs of Value in at Least Some Patients

If a patient still has signficant pain and

stiffness after a four-to-eight-week trial of the

basic program, we turn to the anti-malarials.

It should be re-emphasized that the trial of

the basic program should be a fair one and

include maximal rest; it may be compromised

only to permit the patient to continue in a

sedentary occupation or. as a housewife when
there are no easy alternatives to these activi-

ties.

The 4 - amino - quinoline anti - malarials,

chloroquine, hydroxychloroquine (Plaquenil,

Winthrop

)

and related compounds, were first

introduced as antirheumatic agents in the

treatment of systemic lupus erythematosus.

However, since 1951 there have been numer-

ous clinical trials indicating their value in RA
patients. 6 Chloroquine and related compounds

have been found to have a variety of biologi-

cal activities; however, whether any or all of

them account for the anti-inflammatory ac-

tion of these drugs is not clear.

The dosage schedule for chloroquine and

hydroxychloroquine in RA patients is out-

lined in Table I. The trial period of six months
deserves emphasis, for these compounds are

slow acting and it is likely that some failures

in RA patients reflect too limited a trial

period.

The potential side effects of chloroquine

treatment are listed in Table II. Retinal

damage is by far the most serious toxic reac-

tion, and the threat of permanent partial or

complete blindness has resulted in the aban-

donment of these drugs by many physicians.

To our knowledge, however, retinal damage
has occurred only after extended treatment

with a higher dosage than recommended in

Table I. In contrast to chloroquine retino-

pathy, corneal opacities, myopathy, and psy-

chosis clear after cessation of treatment. Rash
and nausea are not serious complications as

they clear after temporary withdrawal or re-

duction of dosage.

Precautions that should be taken to detect

toxicity associated with anti-malarial therapy

are listed in Table II. Evaluation by an

ophthalmologist prior to initiation of treat-

ment is indicated as the patient may have

non-specific retinal changes, which could later

be attributed to chloroquine toxicity. During

treatment, ophthalmological evaluations at

four- to six-month intervals are required as

signs of chloroquine retinopathy can be de-

tected before the patient is aware of reduc-

tion of visual acuity.

During treatment with antimalarial as well
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PHASE

Trial

Continuation

Maintenance

TABLE III

TREATMENT OF RA WITH GOLD
Treatment Schedule

INJECTION #
1

2

3 to 20

21 to 30
31 to 40
41 to 50* * *

51 to 60***

£ 1
* * *

DOSE (mg)*

12.5

25
25 to 50**

25 to 50
//

//

//

50

INTERVAL

1 week
weekly

weekly

q 2nd week

q 3rd week

q 4th week

q 4th week

* — mg of gold salts as gold sodium thiomalate or anrothioglucose
** — For patient in 100 lb. range, dose = 25 mg; for 150 lb. range, dose — 3i7.5 mg; for 200 lb. range

dose = 50 mg
*** — If exacerbation, may try weekly injection xlO

as with all other antirheumatic agents, the

aforementioned basic program is continued

and modified only in that aspirin therapy is

usually less intensive.

Patients failing to attain adequate control

with the basic program supplemented by anti-

malarials are candidates for gold therapy.

In 1922 Jacques Forestier introduced gold

salts as a treatment agent with the rationale

that RA was a manifestation or complication

of tuberculosis, for indeed the two diseases

were at times associated, and that gold salts

inhibited the in vivo growth of mycobacteria.

Although there has been no evidence to sup-

port Forestier’s original hypothesis for chryso-

therapy in RA patients, recent studies by Per-

sellin and Ziff have shown that gold salts

may exert an anti-inflammatory effect as a

result of their ability to inhibit lysosomal en-

zymes. 8 During the 50 years since Forestier

first introduced gold salts for the treatment

of RA patients, there have been numerous re-

ports of its effectiveness; however, the 1960

multi-clinic trial conducted by the British

Empire Research Council has unequivocally

established the value of gold for these pa-

tients.9

Gold salts in the form of gold sodium thio-

malate (Myochrysine, Merck Sharp & Dohme)
or aurothioglucose (Solganal, Sobering) are

administered as a series of injections. Al-

though many dosage schedules have been

advocated over the years, they are all varia-

tions on a basic theme. We believe the dos-

age schedule outlined in Table III can be

adapted to the needs of most patients. Note
that the first two injections are small be-

cause, rarely, a patient may have an immedi-

ate reaction such as hives or a nitritoid reac-

tion. Then there are weekly injections of 25

to 50 mg of gold salt. As a rule of thumb
for patients in 100, 150 and 200 pound body
weight range, we utilize 25, 37.5, and 50 mg
of gold salts respectively. A full trial period

is important because gold, like chloroquine, is

a slow-acting agent, and patients and phys-

icians anxious for immediate relief may pre-

maturely abandon this drug.

The potential toxic consequences of gold

therapy are outlined in Table IV. The derma-

titis, which is almost always pruritic, is often

controlled by stopping gold, but occasionally

topical or systemic corticosteroids are required

for its control. If the dermatitis is very mild

and clears rapidly, the gold may be reinsti-

tuted utilizing 25 to 50% of the usual dose.

Gold, like other heavy metals, may induce a

nephropathy; however, if the gold is stopped

immediately after the development of signifi-

cant proteinuria (greater than +1) or micro-

scopic hematuria, permanent renal damage
will not ensue. The hematologic toxic reac-

tions are rare but a particular source of con-

cern as they may be fatal. The actual inci-

dence of these reactions is not known, but

physicians who utilize gold in their practice

are likely to encounter only a few such reac-
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TOXIC REACTION

1 . Dermarttis and
Stomatitis

2. Renal: Protein-

uria ( + 1 )

,

Microscopic Hema-
turia

3. Hematologic:

Thrombocytopenia,
Granulocytopenia,

Aplastic Anemia

4. Nitritoid Reaction

* Some workers suggest urine
abnormality, repeat study pri

TABLE IV

TREATMENT OF RA
GOLD TOXICITY

PRECAUTION

Examination of skin

and mouth prior to

each injection.

Urinalysis prior to

first and every

fourth injection.*

CBC prior to first and
every fourth injection.*

Inspection for petechiae.

Question patient re:

symptoms.
id CBC prior to every second and
to each injection.

TREATMENT MEASURES

Stop gold.

Cautious retrial

with mild reaction.

Stop gold.

Stop gold.

Treat with corticosteroids

and if no response trial

with BAL.

Cessation of treatment.

Cautious retrial.

ird injection. Also, if there is slight

tions and even more rarely a fatality during

the entire span of their careers. Candidates

for gold therapy must be apprised of the pos-

sibility of these reactions, but in the perspec-

tive of their rarity and the potential value of

gold therapy. The pathogenesis of the hema-

tologic reactions to gold has not been clari-

fied, but there is evidence that immune mech-

anisms are operative. 10 These hematologic

reactions should be treated with large doses

of prednisone or one of its analogues and, if

this fails, with dimercaptopropanol (BAL-
Hynson, Westcott & Dunning)

.

23 The use of

either of these compounds has been associated

with instances of recovery from this type of

gold toxiciiy. 11
’
12

Precautions to be taken during gold ther-

apy are outlined by Table IV. Minimal falls

in the hematocrit or WBC or the appearance

of slight proteinuria or a few red blood cells

in the urine call for blood counts or urinalysis

prior to each subsequent injection of gold.

The appropriate test must be continued until

the possibility of hematologic or renal toxicity

is clarified. The onset of gold-induced

thrombocytopenia is sudden, and routine

platelet counts are not likely to be of value

in anticipating such a reaction. The develop-

ment of a petechial rash or hemorrhage from

any site, however, is an indication for imme-
diate cessation of gold injections and a full

hematologic workup.

Systemic corticosteroids have a very lim-

ited role in the management of RA. Their

long-term usage, although reducing joint pain

and stiffness, does not modify the progression

of this disease, and they may cause serious

side effects. 13 A severe exacerbation of RA
is an indication for systemic corticosteroids

only if the patient is unresponsive to com-

plete bed rest and aspirin given to toxicity,

which may be supplemented by a two-week

course of phenylbutazone and intra-articular

hydrocortisone or its analogues as outlined in

Table V. Patients failing to respond to this

program, in our experience a rarity, may then

usually be controlled with 20 to 30 mg of

prednisone/day for two to three weeks. It is

then usually possible to taper and withdraw

corticosteroids over a period of six months
while the basic program and antimalarials or

gold are instituted.

A second indication for systemic cortico-

steroids is in RA patients who have failed to

respond to the basic program plus full trials

of antimalarials and gold, and who must keep

going to fulfill their duties as a wage earner

or housewife. (Table V) In these individuals,

long-term treatment with little likelihood of

significant side effects may be accomplished

with a maximum daily dosage of 10 mg of

prednisone or its equivalent for men and pre-

menopausal women, and 6 mg of prednisone

for postmenopausal women. However, many
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TABLE V

TREATMENT OF RA WITH CORTICOSTEROIDS
Required rarely, use only for:

1 . Severe Exacerbation

a. Criteria for Use

1 ) Severe “'active” polyarthritis

2) Uncontrolled by.-

a) Four weeks of bed rest

b) Aspirin to tolerance

c) Phenylbutazone (200 to 400 mg
daily for two weeks)

d) Intra-arficular corticosteroid

2. Chronic Active Polyarthritis

a. Criteria for Use

1 ) Uncontrolled by:

a ) Basic program
b) Anti-malarials

c) Gold
2) Unable to do necessary work

TABLE VI

WITHDRAWAL OF CORTICOSTEROIDS
1. Education of patient

2. Institute basic program
3. Start anti-malarials or gold
4. Taper corticosteroid (prednisone)

a. Dose above 10 mg/day decrease
daily dose 5 to 10 mg/month

b. Dose 10 mg or less/day decrease
2.5 mg q 2nd day/month
Ex. Month 1: 10 mg/daily

Month 2: alternate 10 and 7.5 mg/day
Month 3: 7.5 mg/day
Month 4: alternate 7.5 and 5 mg/day

patients are responsive to a smaller daily

dosage, and it is best to initiate treatment
with 5 or even 2.5 mg of prednisone. Admin-
istration of the corticosteroid as a single

morning dose should be tried as this schedule

appears to mitigate against suppression of the

endogenous pituitary-adrenal axis feed back
system as well as side effects of corticosteroid

therapy. 14 If this single dosage schedule is

attended by severe morning stiffness, the total

dosage may be divided to include an evening
or bedtime dose. Maintenance corticosteroid

therapy for RA patients, which is never static

except for the aforementioned upper levels, is

the smallest amount of drug that will permit

the patient to carry on with necessary duties.

The proper regimen can be arrived at by
monthly or bi-monthly trials to determine if

the patient can tolerate a 1 to 2.5 mg reduc-

tion in the usual daily dosage. Such reduc-

tions are more easily tolerated if introduced

by alternating them with the prior dosage on

an every-other-day basis for a period of two
weeks to a month and then switching entirely

to the lower dosage as outlined in Table VI.

A chest x-ray to define tuberculosis and
other granulomatous lesions, and skin testing

with tuberculin are indicated before institu-

tion of corticosteroid therapy. Active tuber-

culosis is an absolute contraindication to the

use of corticosteroids in RA patients, and
stable pulmonary lesions or a positive reaction

to tuberculin call for isoniazid prophylaxis.

A history or symptoms of peptic ulcer is not

necessarily a contraindication to corticosteroid

therapy; however, in such patients active

ulcer disease and its complications should be

ruled out by appropriate radiological and
laboratory studies before instituting treat-

ment. All patients receiving corticosteroids

should be monitored for symptoms suggestive

of peptic ulcer and for gastrointestinal bleed-

ing. In addition, a bland diet, frequent meals,

and antacids are generally recommended, but

it is not clear that such a program affords

protection against the ulcerogenic effects of

these drugs.

It is often necessary to withdraw cortico-

steroids from RA patients because of severe

side effects or to institute another treatment

agent. This can usually be accomplished if

the patient understands the necessity for

withdrawal of the drug and the program as

outlined in Table VI is instituted. If the

withdrawal period is marked by symptoms
suggestive of adrenal insufficiency rather than

exacerbation of rheumatoid arthritis the pa-

tient should be hospitalized for evaluation of

adrenal cortical function. 15

Intra-articular injection of corticosteroids is

utilized for one or perhaps a few joints which

are particularly symptomatic despite a gener-

ally favorable response to the treatment pro-

gram. Such injections into weight-bearing
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joints should be limited to a maximum of

three or four for each joint during the course

of the year, as the asymptomatic post-injec-

tion joint is likely to be overutilized and de-

teriorate at an accelerated rate. Local injec-

tions of corticosteroid may be used more lib-

erally in upper extremity joints as they are

not as vulnerable to traumatic overuse. Joints

which are particularly symptomatic and likely

to be treated by intra-articular injections of

corticosteroid should always be evaluated

from the following standpoints before resort-

ing to such treatment: Are they being over-

used in occupational or hobby activities? Are

they deformed or unstable and thus in need

of orthopedic management? Do they simply

require more rest?

Phenylbutazone (Butazolidin-Gefgy) is

probably too toxic a drug for long-term treat-

ment of rheumatoid arthritis but may occas-

ionally be used for brief periods to control

acute exacerbations of this disease. The effec-

tiveness of phenylbutazone in acute gout and

ankylosing spondylitis attests to its anti-

inflammatory activity. However, this drug

has severe toxic effects including upper gas-

trointestinal tract ulceration, sodium and wa-

ter retention, dermatitis and, rarely, agranu-

locytosis, aplastic anemia, and hepatitis. Up-

per gastrointestinal tract erosion and sodium

and water retention are likely to be particular

problems in patients over 50 years of age, and

this drug must be used with particular cau-

tion in patients in this age bracket. Also

phenylbutazone potentiates the anti-coagulant

effect of coumadin drugs, and the dosage of

the anti-coagulant must be adjusted if these

drugs are used concomitantly. The long-term

use of phenylbutazone at a dosage level likely

to be effective in rheumatoid arthritis, usually

300 to 400 mg daily, puts the patient at high

risk for one or more of these side effects.

Therefore, we do not feel it is reasonable to

use this drug for the day-to-day management
of rheumatoid arthritis.

If phenylbutazone has any role in the man-
agement of rheumatoid arthritis, it may be in

patients who have been under control on one

of the treatment programs previously con-

sidered and then experience a sudden exacer-

bation. In such individuals a one- to two-

week course of this drug, at a dosage level

of 300 to 400 mg, as an adjunct to the on-

going treatment may re-establish control of

the disease. The occasional, perhaps once or

twice a year, use of phenylbutazone in this

manner may round off “rough edges” of dis-

ease activity and even prevent abandonment
of a useful program of treatment. Phenylbuta-

zone, however, 14 should probably not be used

in patients who are being treated with gold

as both of these drugs are potentially toxic to

bone marrow. Also, it should be noted that

even when phenylbutazone is utilized for brief

periods, there should be measures to protect

the upper gastrointestinal tract including in-

gestion of the drug with food or milk and the

use of antacids.

Indomethacin

There is no unanimity of opinion concern-

ing the usefulness of indomethacin (Indocin-

Merck Sharp & Dohme) in rheumatoid ar-

thritis. We do not advocate its use since

double blind controlled trials have not dem-

onstrated that it is superior to aspirin in

rheumatoid arthritis and its toxicity is prob-

ably greater than that of aspirin. 1617 The side

effects of indomethacin are primarily gastro-

intestinal, including nausea, vomiting, upper

abdominal pain and peptic ulceration, or cen-

tral nervous system particularly headache,

vertigo, or dizziness.

There are, however, those who feel indo-

methacin is of value in rheumatoid arthritis.

Smyth, for example, believes that the afore-

mentioned studies were too brief to detect the

effectiveness of indomethacin, and in his own
studies he has found that indomethacin must

be given for at least a period of two to five

months to be maximally effective. 18 He also

believes that the central nervous system side

effects of this drug can be bypassed if it is

introduced in a slow stepwise manner as fol-

lows: The dosage for the first week is 25 mg,

and in subsequent weeks there are 25 mg
increments until there is control of the dis-

ease or maximum dosage of 150 mg daily is

attained. The dose for the first week is taken

at bedtime, and the subsequent increments

are spaced throughout the day. Maintenance
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treatment is always the minimal dosage that

will yield adequate disease control. Measures

to protect the gastrointestinal tract similar to

those suggested for aspirin and phenylbuta-

zone should also be utilized for patients being

treated with indomethacin.

Cytotoxic

There is some evidence that two compounds
classified as cytotoxic agents, Cytoxan (Mead
Johnson) and azathioprine, are of value in the

management of RA .
19 However, the use of

these drugs is attended by potentially serious

side effects, and there is a possibility that

their long-term use may be associated with

the development of cancer .
20 In view of these

factors, we believe that these two drugs should

be utilized only in patients who meet very

rigid criteria .
21 The most important of these

is for the patient to have severe progressive

disease which is unresponsive to full trials of

drugs which are generally accepted as being

of value in the treatment of this disease.

Furthermore, use of these drugs for manage-
ment of RA patients should be limited to con-

trolled clinical trials in which there is metic-

ulous evaluation for toxicity and response to

treatment.

VS VS

'QditoriaU
THE CLINICAL RELEVANCE OF “PI”

A worrisome characteristic of our troubled

times is a distrust and disenchantment with

science and learning. Institutes of higher

education have experienced a loss of public

confidence. Students demand “relevancy”

and practicality in their courses of study.

Basic research is reduced in favor of targeted

and applied projects.

This anti-scientism is reflected to some de-

gree in current developments in medicine. The
generally accepted view that there is a need
for more physicians interested in the provision

of primary medical care rather than specialty
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VS

practice is often accompanied directly or in-

directly by the implication that a rigorous

base in biomedical science is not essential for

such medical practice. Medical students share

in the demand for relevancy, and basic science

curricula have been markedly reduced in

many medical schools. Practicing physicians

prefer and demand continuing education pro-

grams which emphasize practical and technical

content rather than understanding and theory.

The defects of such a point of view seem

obvious. The unquestioned need for increased

emphasis on social, economic, and behavioral

components of health and disease does not
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negate the requirement for a firm foundation

in biomedical science. On the contrary, the

proposed generalist concerned with primary

care, far from requiring less scientific knowl-

edge, will need even more and varied exposure

to science and its methodologies if he is to sat-

isfactorily perform his functions as a modern
physician. The question as to what is rele-

vant and what is not in the life-long education

of a physician does not lend itself to easy

answers.

In this context, an article by Dr. Richard

A. Norton entitled “The History and Clinical

Useful of Pi” (1) is of interest. Dr. Nor-

ton points out that the clinician faced with

the necessity of dilating a stricture must know
what size instrument will pass through it.

While trial and error will eventually work, a

simpler method is to measure the diameter of

the stricture in millimeters on a calibrated

roentgenogram and multiply by pi to get the

circumference. This is the French number of

the bougie or catheter that should pass snugly.

Dr. Norton goes on to briefly review the his-

tory of the development of the concept and

computation of pi from the estimates of the

early Egyptian and Babylonian mathema-

ticians (which were remarkably accurate) to

modern computer-conducted calculations car-

ried out to the hundredth decimal.

The technique suggested by Dr. Norton is

certainly of limited medical significance, and

an understanding of the ratio of the circum-

ference to the diameter of a circle is not the

best example of a scientific concept essential

to medicine. Nevertheless, the article provides

a dramatic illustration of the broad limits of

the scientific base which a particular physi-

cian may find relevant to his particular needs.

Within this broad base what may be relevant

for one man may be less so for another, but

every student and physician has the responsi-

bility of aggressively and opportunistically

enlarging his store of knowledge and seeking

its relevancy in the treatment of his patients.

If this approach is followed, it may be for-

givable to suggest that American medicine

may have its “pi” and eat it, too.

W.V.W.
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MEDICAL ETHICS TODAY

For over a thousand years the Hippocratic

and several similar oaths were the only ethical

guides for physicians’ conduct. With the rise

of the hospital movement certain limitations

of conduct for the physicians working there,

which may be considered ethical in nature,

were written into hospital regulations. The
first comprehensive endeavor to present a

workable set of rules of medical ethics was
published in 1792 by Thomas Percival of Man-
chester, England; with little modification this

has remained a standard until today.

In the past thirty years the tremendous

technological advances in the practice of

medicine and surgery have changed our pro-

fessional isolation. As a part of society, the

medical profession is caught up in the bio-

logical and social revolution that is modifying

the moral and ethical attitudes of everyday

life. As individual citizens and physicians we
are being, whether you like it or not, used

as guides. It would seem from the plethora

of articles appearing in recent years in the

lay and professional press that society has

made the physician the standard of “norm-

alcy” in this world of the so-called “new mor-

ality.” Hence our ethical attitudes toward

abortion, enthanasia, human experimentation,

psychosurgery, in vitro fertilization, and gene

manipulation are extremely important. It is

my opinion that the medical profession should

take a strong stand on all of these issues and

see that the pros and cons are adequately

presented to the general public before any

arbitrary decision is made. From the decisions

made so far it seems to me that our profession

has been outguessed, side-stepped, and maneu-

vered out of a position of judgment on these

important ethical problems.

Terminal illness often raises a problem be-

cause the family, the patient, and the physi-

cian have difficulty deciding what is an extra-
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ordinary medical procedure and what is not.

Failure to supply the ordinary means of pre-

serving life is equivalent to euthanasia. How-
ever, it is not euthanasia to give a dying per-

son sedatives and analgesics for the allevia-

tion of pain when such measures are judged

necessary. This problem of the use of extra-

ordinary medical care is a real one, and each

physician must face the issue squarely, not

side-step it by turning his patient over to a

group of physicians dedicated to the idea that

all measures including cobalt radiation, nitro-

gen mustard, and other immune-depressing

drugs always be used to their limit.

Each doctor should take the time to explain

to his patient and his family what is really

at stake. Often these drugs will make the

patient feel better for only a relatively short

period of time. The drugs often cause severe

side effects such as superinfections because of

suppression of the body’s immune responses,

severe anemia requiring repeated blood trans-

fusions, and other complications necessitating

numerous periods of hospitalization. At the

end of this desperate effort to keep the patient

alive longer, the family has usually developed

a much smaller bank account, the patient is

usually wishing for death, and the family is

usually glad to see the unfortunate pass away.

With this background knowledge, a physician

should be careful in routinely advising extra-

ordinary treatment for his terminal patient.

In my opinion, the problem of abortion is

also a medical ethical issue which must be

faced by the profession in general, yet organ-

ized medicine has taken a very weak stand.

I do believe contraception should be practiced

because there is a limitation of space and re-

sources on earth to provide for the multitude

who would be born without such measures.

However, I do not believe that once concep-

tion has occurred, interference of any kind is

ethical or moral or should be legal. Each
physician must make his own decision in

states where abortion is considered a legal

procedure.

Where does legitimate experimentation be-

gin and end in the hospital? Observations of

the publications in our leading medical jour-

nals show that such experimenting with pa-

tients may be morally and ethically evil, be-

cause the individual patient to be treated,

even though he has given his consent in writ-

ing often has not been adequately informed

about the possible consequences of the drugs

and procedures contemplated. To inform the

subject adequately several factors must be

considered from the patient’s point of view,

including his education, intelligence and abil-

ity to give proper “informed consent” to the

proposed treatment. To be ethical, the physi-

cians directly involved in the investigation

must personally assess the responsibility of

possible dangers to life or adverse bodily alter-

ations that the proposed treatment may cause

and inform the patient of these before the

treatment or surgery.

These ethical problems that I have dis-

cussed here are only a few of the many that

exist. By discussing them, it is my desire to

stimulate an active response from our pro-

fession to correct many of the wrongs which

now exist.

A.C.W.
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DOCTORS’ PARKING ONLY?

Short-term parking around the various

medical facilities in Wilmington is becoming

increasingly difficult. Some physicians are no

longer answering consultations during the

breaks in regular office hours because of the

unpredictability of parking. The new park-

ing lot at the Delaware Division will hopefully

alleviate some problems, but other areas of

difficulty remain.

Some states have helped to resolve this

problem by marking off small curbside areas

for “Doctors’ Parking Only” during the hours

of 7 am to 7 pm. These areas are found near

medical facilities such as hospitals, nursing
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homes, rehabilitation facilities, center-city

clinics, etc. Special state-issued license plates

identifying physicians’ cars help to prevent

abuse of these areas. The use of these tags

is optional, and the choice rests with the in-

dividual physician. The liability of having

physicians’ cars identified as such largely con-

cerns the invitation to theft, particularly by

M? %

drug addicts. Narcotics should not be left

unattended under any circumstances, and
common sense dictates that valuables should

not be left in unattended automobiles. If

these precautions are taken, it would seem
that state identification of physicians’ cars

would have many advantages.

S.H.F.

%

etterd to the 'Qditor
To the Editor:

I read with disbelief our State Medical

Society President’s description of “Paradise

Lost” in the March 1974 issue of the Delaware

Medical Journal.

It seems to me that I had the opportunity

in the recent past to make a house call at the

same residence. Strange, but my eyes saw a

different sight. Although much of the paint

was missing from the house, there seemed to

be workers on the sides and at the back who
were scraping off the old paint and starting to

put a new paint on the wood. The lawn

needed attention, to be sure. However, I

noticed that it was an old established lawn

with some crabgrass which needed only its

yearly toilet. I thought that the basic stand

of grass looked very nice. And although the

people in the house did appear to be preoc-

cupied at times, perhaps emotionally disturbed

at times, and even somewhat disorganized at

times, I was impressed with the fact that an

awful lot of hard work had gone in to acquir-

ing that house, acquiring the utensils (some

of which needed repair), and providing the

children with the educational background and

%

opportunity to read the books, as superficial

as they might be. I did not have the oppor-

tunity to visit all the rooms in that house to

see what other library was available. What
struck me most, however, was a basic and
underlying vigor which seemed to shine

through even the father’s middle-years’ de-

pression, the mothers’ dissatisfaction with

housework as her sole source of enjoyment,

and the children’s enchantment with the

boob tube.

Indeed, I am sure I saw many repairs in

and around the house, evidence of previous

roof leaks, peeled paint, rusted hinges, etc.

Some, certainly, appeared like works of love,

tenderly performed, while other repairs looked

like the products of careless workmen.

Isn’t is amazing how two separate eyes can

see the same event in history and come away
with different impressions of what happened?

Isn’t it amazing that two people see the same
painting and find different degrees of beauty?

I guess that’s why they make chocolate

and vanilla!

Carl I. Glassman, M.D.

%

DEPRESSION

In 1737, Voltaire wrote in a letter to Frederick, Prince Royal of Russia, “I

look on solemnity as a disease; I had rather a thousand times be as feeble and
feverish as I am now than think lugubriously.” Indeed, depression is the most
distressing of human emotions.

Common Problems in Office Practice by Robert R. Taylor, M.D.
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THE DIVIDED SELF: An Existential Study in Sanity

and Madness, by R. D. Laing, Penguin Books, Bal-

timore, Md., 1965. 218 pp. Price $1.25.

R. D. Laing is a psychiatrist who has been

trained as a Freudian. During the last few

years he has gained a great popularity, more

among laymen than other psychiatrists. His

books, of which The Divided Self is the first,

are written for intelligent readers regardless

of their formal training or lack of it. More
recent contributions by Laing include The
Politics of Experience, and Knots, a small

volume of poetry. He has also co-authored

Sanity, Madness, and The Family (with A.

Esterson), The Self and Others, Reason and

Violence (with D. Cooper), and Interpersonal

Perception (with H. Phillipson and A. R.

Lee). The prose is heavy and demanding at

times but generally lucid and sometimes lyri-

cal.

His general positions are that sanity and in-

sanity are both arbitrary parts of the same

spectrum, and that places along the spec-

trum are defined and determined by environ-

mental influences. His overview is that of a

lumper rather than a splitter, and his system

tries to unify many issues from the viewpoint

of a social psychiatrist-philosopher. We have

seen all this before from Rollo May, Arthur

Janov, and the like, but here we see it better.

From our earliest days and through all of

our lives, we get crossed signals in the form

of parental inconsistencies, distortions of re-

ality, and conflicting values. There is no

moral judgment intended; such simply is the

case, and to deny it .

,

to deny one’s sensitivity

to the world around him. Those of us who
are more sensitive w ill be more responsive, and
such responsiveness may be largely internal-

ized. There is nothing new here, except for

the way Laing puts it all together, which is

enchanting. One marvels at his insights and
analyses of deceptively simple situations which
reveal them as charged and meaningful. Like

Carlos Castaneda’s Yaqui, he helps us to see

better.

Less and less do we conceive of solid citi-

zens as “normal, adjusted” individuals, or of

madmen as isolated mutants. Laing empha-
sizes that “our ‘normal, adjusted’ state is too

often the abdication of esctasy, the betrayal

of our true potentialities, that many of us are

only too successful in acquiring a false self to

adapt to false reality.” Madmen are made
mad by families that are mad, sometimes by
the whole family of man. When an individ-

ual will not play the family games, or believe

the family myths, the family begins to per-

ceive him as of a different sort, and begins to

treat him as such. For some this is the be-

ginning of genius. In others it may be called

madness. If it comes in little bits, then it

may mean being just a little bit different. We
can all get away with that much, and for the

most part we can tolerate that much in others.

Recognizing these interactions of the family

as a source for patterns of behavior underlies

much of Laing’s work, as it did with Bruno
Bettelheim. It was even popularized lately

in the TV series, An American Family.

Laing’s stated purpose is “to make madness
and the process of going mad more compre-

hensible.” The Divided Self analyzes men
seeking justice in an unjust world, seeking

logic where there is none, and seeking purpose

where none has been established. Here is an

inquiry into our separate realities, and a tacit

plea for the greater tolerance that is borne

of greater understanding. It is still timely.

Stephen H. Franklin, M.D.

TO LIVE AND TO DIE— When, Why and How,

by Robert H. Williams, M.D., Springer-Verlag, New
York, 1973. 346 pp, illustrated. Price $12.95.

This is undoubtedly a most unusual and in-

triguing book. It is edited by Robert H. Wil-

liams, M.D., Professor of Medicine and Head
of the Division of Endocrinology and Metabol-

ism, University of Washington, Seattle. Dr.

Williams is a recognized teacher, an erudite
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endocrinologist with precise detailed knowl-

edge of current investigation in scientific

medicine. He is a delightful and most popu-
lar person. For such an individual to publish

a book, mainly philosophical, involving the

when, how, and why of living and dying is

in itself astonishing. There are 20 other able

contributors, all highly qualified in their re-

spective fields.

The current literature and thinking, which

are now becoming voluminous, on the many
aspects of euthanasia are discussed. Perhaps

the most stimulating statement in the book
is that “the ultimate supreme function of the

body is mentation.” Without mentation the

body is of no significance. It is suggested

that the soul is a specialized aspect of men-
tation. Futhermore mentation is determined

in part by heredity and in part by many
physical and emotional stresses. The effect

of drugs, the quantity of population, genetic

disorders, the use of transplantation of or-

gans, the criminal justice system, fevers,

anxieties and frustrations, the present status

of marriage, changing religious concepts repre-

sent important subjects which are dealt with

in this treatise. As background all available

pertinent scientific and historic evidence in

great detail is summarized and presented in

short readable form. It is indeed a book
worth reading and re-reading. I congratulate

Dr. Williams.

Lewis B. Flinn, M.D.
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RADIOLOGIC EXAMINATION OF THE URINARY
TRACT by Howard M Pollack, M.D., Harper & Row,

New York, 1972. 163 pp. Price $8.50.

This small volume (163 pp., 145 illus.) is

actually a reprint of Dr. Pollack’s contribu-

tion to Karafin and Kendall’s Urology. The
title fully describes the scope of this book,

presenting under one cover, those basic fea-

tures of anatomy, physiology, and radiology

deemed necessary for a rational understand-

ing of uroradiology.

This book contains little or no discussion

of disease processes or differential diagnoses

but rather attempts to explain and define the

various procedures and their indications, con-

traindications, and complications.

The sections on the newer techniques of

ultrasound and renal cyst aspiration are dis-

cussed thoroughly but in a concise fashion.

Unfortunately, nuclear medicine techniques

are not mentioned, although this writer be-

lieves these techniques are extremely valuable

and certainly within the province of the diag-

nostic radiologist.

This book would be a valuable addition to

the library of the generalist, internist, or pedia-

trician but is not detailed enough for the

practicing urologist or radiologist.

Richard P. Kennedy, M.D.

% &

AGENTS OF BACTERIAL DISEASE by Albert S.

Klainer and Irving Geis, Harper & Row, New York,

1973. 188 pp. 115 illus. Price $9.95 paperback.

The authors of this unique monograph on

bacteriology set out to produce a textbook

which would provide the student of microbi-

ology and infectious disease with a sound in-

troduction to the causative agents of bacterial

disease. They have succeeded to a degree

which must have far surpassed their original

goals.

The dramatic electronphotomicrographs of

bacteria provide the core and continuity of

this presentation, but the accompanying text

is so well-written that it could stand alone

without the illustrative material. Along with

the electronphotomicrographs are schematic

drawings illustrating the physiology, chemis-

try, and mechanism of action of the patho-

genic bacteria.

While this book would seem to be a desir-

able addition to the required reading in Intro-

ductory Medical Microbiology, it would not

substitute as a laboratory manual or a basic

textbook. There are no illustrations of typical

colonial morphology or gram stain appearance

of the various pathogens, and no routine

schema for the identification of microorgan-

isms is given.
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One might complain that at times there

appears to be an imbalance in the amount of

information given on various important patho-

gens, but otherwise it is difficult to see how
these authors could have improved on this

publication. They should be congratulated on

convincing the publishers to include this large

number of excellent illustrations.

This book should be in the library of any-

one interested in the subject of infectious

disease and should be included as introductory

material for all students of medical micro-

biology.

William J. Holloway, M.D.

vs vs vs

THE PROBLEM-ORIENTED SYSTEM, edited by J.

Willis Hurst, M.D. and H. Kenneth Walker, M.D.,

Medcom, New York, 1972. 287 pp. Price $13.95.

The relationship between “Science” and

“the Art of Clinical Medicine” has always

been a crucial one, although often difficult to

delineate. In an era of technological revolu-

tion, medicine too has been caught up by the

whirl of computer tapes, the chatter of me-

chanical printouts, the electronic chirps of

cardiac monitors, and the omnipresent autom-

aton voice of the “beepers” that find us

anywhere we may try to hide.

It continues to sober us, reflecting on what

is happening to us as physicians and whether

the lot of our patients is benefitting one bit.

Costs are phenomenal, and we can rightfully

side with society in asking, “Are we getting

our money’s worth?”

Our present health care system is complex,

and its effectiveness is currently a hot public

issue. Meaningful data about it (or indeed,

about a single patient’s experience with it) are

difficult, or frankly impossible, to obtain;

modification of the present mechanism has

thus become an issue subject mainly to polit-

ical and interest-group pressures. There are

many reasons for this state of affairs, but a

major one is our present inability to recognize

accurately our own accomplishments and prob-

lems. Small wonder that others have similar

troubles assessing us!

Central to these many issues is the medical
record, the only source of information about
what was done, for what reason, and the out-

come. The record remains, at present, a less

than optimal reflection of these events and
the reasoning behind them, and we are begin-

ning to pay the price of this often illegible,

confusing, incomplete, and irrational diary.

Until it becomes possible to determine from
the record whether the steps in diagnosis and
management were reasonable ones, we shall

continue to labor along, often unsure of what
we are doing, why we are doing it, and what is

resulting. So long as that pertains, society is

not “getting its money’s worth,” and we shall

see that this will not long be tolerated.

Problem-orienting is a way of thinking,

which most of us have been doing naturally

since medical school or before; our written

diary of this thinking often conceals it, how-

ever, and substitutes an apparently illogical

script. The concepts of problem-oriented

thinking, and the application of these con-

cepts to medicine, form the substance of this

book. Its timeliness and relevancy are illus-

trated by such chapter headings as “What to

teach in clinical medicine,” “Nurses’ liberation

and improved coronary care,” “Quality care

and the medical audit,” “Storage, manipula-

tion, and retrieval of medical data,” and “Phy-

sician’s assistant— a second-level entrepre-

neur?”.

This is not a book for light reading. This

is the Bible of problem-orienting, and is the

most advanced, up-to-date, and comprehen-

sive analysis available. The contributors are

the founding fathers of the movement, and

they have presented in a single volume an ap-

praisal of problem-orienting, from its theo-

retical basis to its office application. Although

they will strike some readers as eccentric, they

are probably visionaries.

“In the case of drastic change, the uneasi-

ness is of course deeper and more lasting. We
can never be really prepared for that which is

wholly new. We have to adjust ourselves, and

every radical adjustment is a crisis in self-

esteem; we undergo a test, we have to prove

ourselves. It needs inordinate self-confidence
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to face drastic change without inner tremb-

ling.” 1

Roger B. Thomas, Jr., M.D.

REFERENCES
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X-RAYING THE PHARAOHS by James E. Harris,

D.D.S, and Kent R. Weeks, Ph.D., Charles Scrib-

ner’s Sons, New York, 1973. Price $10.00.

This book of 195 pages contains information

which is considered to represent the most im-

portant breakthrough in Egyptology since the

discovery of Tutankhamen’s tomb. There are

11 color prints of the mummies and 46 black

and white photographs including 23 prints of

x-rays. This study was made over a five-

year period from 1966 to 1970 by a Univer-

sity of Michigan group from the School of

Dentistry. The Michigan Dental School first

became interested in the evolution of human
dentition and in 1965 started a study of skele-

tons in Nubia, the country on the Nile south

of Egypt. The group which studied the mum-
mies consisted of one Egyptologist from the

American University in Cairo, three dentists,

one radiologist, and one x-ray technician from

the University of Michigan, all working with

representatives of the Egyptian Museum and
Antiquities Department Staff. The Director

of the project was Doctor James E. Harris, a

dentist from the University of Michigan.

Before this time, there had been x-ray

studies of mummies in other museums such

as the British Museum in London. No study

had ever been made of the mummies of the

early kings and queens of Egypt. Practically

all of the mummies of the Egyptian royalty

are to be found in the Egyptian Museum at

Cairo, having been brought there from the

upper Nile at Thebes. Over the centuries

most of the royal tombs had been broken into

and robbed by professional grave robbers. In

the latter part of the 19th century at Den-el-

Bahri in Thebes, a discovery was made of two
enormous caches in caves to which most of the

royal mummies had been brought hundreds
of years ago from their original tombs sup-

posedly for safekeeping. However, there had
been a great deal of robbing of these caches be-

fore the Egyptian Department of Antiquities

discovered the location and brought the mum-
mies to Cairo. Thirty-three royal mummies
were x-rayed in all.

This study represents the first radiographic

survey of the bodies of the early Egyptian
royalty. The x-rays shed light on the various

diseases suffered by Egypt’s Pharaohs and
their queens, also on many of their medical

and dental problems, when the Pharaohs died

and from what causes. In addition, many of

the secrets of the process of mummification so

closely guarded by the priests of ancient

Egypt were discovered. Some of the bodies

had been severely damaged by the grave rob-

bers; heads had even been cut off. There

were many priceless jewels, statuettes, and
scarabs found by the x-raying of the bodies.

The x-rays showed such conditions as arth-

ritis, fractures, and scoliosis, and many den-

tal problems. This book is an invaluable

source of information for one interested in

Egypt and its heritage. It is very clearly

written, and the photographs, both color and

black and white, are excellent. Eventually

there will be published a Roentgenographic

Atlas of the Pharaohs.

Alfred R. Shands, Jr., M.D.
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NOISE POLLUTION, THE UNQUIET CRISIS by Clif-

ford R. Bragdon, Ph.D., University of Pennsylvania

Press, Philadelphia, 1971. 280 pp. Price $8.50.

After reading this book you are left with

the impression that most people are un-serious

and un-thinking about noise pollution, some-

thing which Dr. Bragdon is not. He tries—
successfully, I think— to outline the noise

problem and attack it with field studies and

hard data, and proposes solutions. This is a

useful treatise for those concerned about noise

and its effect on the environment. Certainly

anyone in the medical field should have more

than a passing interest in the Unquiet Crisis.

J. E. DeLaurentis, M.D.
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Speakers on
“Ask the Doctor”

AMA Speakers

and Leadership

Program

In the News

Giardiasis

Speakers for May, 1974 on the Tuesday radio program (11:05 a.m.,

WDEL) produced by the Medical Society of Delaware are: May 7, Joseph

A. Arminio, M.D., Surgery in Cancer Treatment; May 14, Pierre L.

LeRoy, M.D., Spina Bifida; May 21, Joseph A. Glick, M.D., Drug Abuse;

May 28, Park W. Huntington
,
Jr., M.D., Hospital-Associated Infections.

The AMA Speakers and Leadership Program, which has trained more

than 8,000 physicians to be effective spokesmen, will hold two seminars,

August 30-September 1, and November 15-17, at the Marriott Motor
Hotel, O’Hare Airport, Chicago. Registration fee is $75. For informa-

tion write to Mr. Mortimer Enright, Director, AMA Speakers and Leader-

ship Programs, 535 N. Dearborn Street, Chicago, Illinois, 60610.

Joseph M. Barsky, Jr., M.D., was installed as President of the Delaware

Academy of Family Physicians at the Annual Scientific Session held April

6th in the Academy of Medicine Building, Wilmington. Other officers

are: Allen C. Wooden, M.D., President-Elect; Edmund S. Scott, D.O., 1st

Vice-President; Leonard A. Hershon, M.D., 2nd Vice-President; Charles

W. Wagner, M.D., Secretary; William H. Duncan, M.D., Treasurer; and

Jason L. Campbell, M.D., Assistant Secretary.

Lewis B. Flinn, M.D., a distinguished Fellow of the American College of

Physicians, was awarded a Mastership— the highest membership honor
— at the 55th Annual Session of the American College of Physicians held

April 1-4, in New York City. Dr. Flinn was described as “a superb phy-

sician, an outstanding servant and leader of his native state, and a splen-

did scholar.”

S. Thomas Miller, M.D., has recently been named a Fellow of the Ameri-

can College of Radiology. He was cited for his outstanding work in

medicine and for his contribution to radiology.

Marjorie J. McKusick, M.D., has been appointed to the Editorial Board

of Postgraduate Medicine. She will serve in 1974 as a member of Post-

graduate Medicine’s new Family Practice Council, which was designed to

complement the traditional activities of the Editorial Board.

Because Giardiasis has occurred in Delaware in a traveler returning from

the Soviet Union, the following report from the Center for Disease Con-

trol in Atlanta is offered. Giardia lamblia is a protozoan parasite of the

small interstine. Infection with this organism can be either asymptomatic

or cause symptoms resembling a malabsorption syndrome. These symp-
toms include diarrhea, which is often greasy and malodorous, abdominal

cramps, fatigue, weight loss, flatulence, anorexia, nausea, and vomiting.

Fever is uncommon. The incubation period is one to four weeks, and the

duration of illness when untreated varies from two weeks to several

months. Giardiasis in travelers returning from the Soviet Union has been
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High Blood

Pressure Month

Aspen Mushroom
Conference

Electroencephalography

Pediatric Infectious

Disease Course

recognized in the United States since 1969. Patients usually become

symptomatic toward the end of their trip or shortly after their return

home. Data on forty-seven tour groups traveling to Russia since 1970

showed that 23% of 1,419 persons were ill with giardiasis. These data

as well as previous data have implicated Leningrad as the site of infection

and ingestion of tap water as the probable mode of transmission.

Delaware Heart Association, the Medical Society of Delaware, and the

Division of Public Health have joined as local co-sponsors of National

High Blood Pressure Month, May 1-31, 1974. An estimated one out of

seven adults has high blood pressure; half of these are not aware they

have the disease. Of the fifty percent aware, only half are adequately

receiving treatment. Only one-eighth of all high blood pressure victims

in America are controlled. The emphasis during the month of May will

focus attention on the necessity of controlling high blood pressure. Left

uncontrolled, high blood pressure leads to heart failure, stroke, and kidney

disease— diseases which caused the death and disability of a million and
one half Americans last year.

Delaware Heart offers the following new materials for physicians: “Desk
Card Outline of Recommended Antihypertensive Regimens for Groups
with Varyingly Severe Hypertension,’’ hypertension: Office Evaluation,

and hypertension: Drug Treatment. Materials for patients are “How
You Can Help Your Doctor Treat Your High Blood Pressure” and “How
Can High Blood Pressure Hurt You?”. Copies may be obtained by calling

Delaware Heart Association 654-5269. Kent and Sussex County may
call Georgetown, 856-7386.

CLINICAL NOTICES AND MEETINGS

The Aspen Mushroom Conference is designed for physicians, scientists, and ama-
teur mycologists interested in the identification and toxic properties of mushrooms.
The Conference is sponsored by the Beth Israel Hospital, Denver, and the Colorado

Mountain College, Glenwood Springs, Colorado, and will be held at the Inns of Court,

Snowmass-at-Aspen, Colorado, August 26-30, 1974. For further information

contact: Aspen Mushroom Conference, Beth Israel Hospital, W. 17th Ave. and
Lowell Blvd., Denver, Colorado, 80204.

The ninth annual continuation course in “Current Practice of Clinical Electro-

encephalography” sponsored by the American Electroencephalographic Society, will

be held in Seattle, Washington on July 22-24, 1974. The course is approved by the

AMA Council on Medical Education. Further information may be obtained from

the course director, Donald W. Klass, M.D., Mayo Clinic, Rochester, Minnesota,

55901.

A one-day meeting devoted to recent developments in infectious diseases in infants

and children will be held May 23, 1974 at the Sheraton Park Hotel in Washington,

D.C. “What’s New in Pediatric Infectious Diseases” is sponsored by the Children’s

Hospital National Medical Center and the George Washington University School

of Medicine, Washington, D.C. For more information write to Sydney Ross, M.D.,

Children’s Hospital National Medical Center, 2125 13th St., N.W., Washington,

D.C., 20009.
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In Brief

Non-Narcotic

Drug Abuse
The Institute of Clinical Toxicology will hold a symposium entitled, “Clinical

Aspects of Non-Narcotic Drug Abuse,” at the Marriott Motor Hotel, Houston,

Texas, May 20-23, 1974. For more information write to the Program Coordinator,

Institute of Clinical Toxicology, P.O. Box 2565, Houston, Texas, 77001.

Diseases of the Chest The International Academy of Chest Physicians and Surgeons, in affiliation with

the American College of Chest Physicians, will hold their Xllth International Con-

gress on Diseases of the Chest, July 7-12, 1974 in London, England. For further

information contact: Mr. Bradford W. Claxton, American College of Chest Physi-

cians, 112 E. Chestnut St., Chicago, Illinois, 60611.

Endocrinology

Conference

The Symposia Medica Foundation will hold an International Conference in Endo-

crinology, May 31-June 8, 1974, in London, England. Emphasis will be on gyne-

cological aspects. For further information, contact: Cynthia Soika, M.D., Projects

Director, Symposia Medica Foundation, 305 E. 24th St., New York, N.Y., 10010.

Teratogenesis and
Mutagenesis

The National Workshop in Teratogenesis and Mutagenesis will be held at Jefferson

Medical College, Philadelphia, June 17-21, 1974. The Workshop will provide a five-

day opportunity for forty Workshop participants in teratogenesis, mutagenesis,

and transplacental carcinogenesis. For information contact: Ronald P. Jensh,

Ph.D., Jefferson Medical College, 920 Chancellor Street, Philadelphia, Pa., 19107.

Cardiac Ultrasound The American Heart Association’s Council on Cardiovascular Radiology in cooper-

ation with the Massachusetts Heart Association is sponsoring a symposium entitled,

“Cardiac Ultrasound,” June 13-14, 1974 at the Sheraton-Boston Hotel in Boston,

Massachusetts. For information contact: Mr. George E. Stewart, Jr., American

Heart Association, 44 East 23rd Street, New York, N.Y., 10010.

Plastic Surgery The Department of Otolaryngology, Abraham Lincoln School of Medicine of the

University of Illinois, in cooperation with the American Academy of Facial Plastic

and Reconstructive Surgery, Inc., will present a multidisciplinary workshop in

facial plastic surgery June 1-5, 1974. The course will provide participants with
an opportunity to enhance and refine their knowledge and diagnostic skills in ana-
lyzing, evaluating, and managing patients who present problems of facial aging.

For more information write to the Department of Otolaryngology, Eye and Ear
Infirmary, 1855 West Taylor Street, Chicago, Illinois, 60612.

AMA Annual
Convention

The 123rd Annual Convention of the American Medical Association will be held

June 22-26, 1974 at McCormick Place in Chicago, Illinois. Activities will include

scientific sessions, postgraduate courses, fireside forums, scientific exhibits, and
film symposia. For more information write to: 123rd Annual Convention, AMA,

535 North Dearborn Street, Chicago, Illinois, 60610.

Diseases of the Liver The Department of Medicine, University of Miami School of Medicine, will present

a postgraduate education program entitled, “Diseases of the Liver,” November
21-23, 1974 at the Playboy Plaza Hotel, Miami Beach, Florida. For information

write to Leon Schiff, M.D., Professor of Medicine, Department of Medicine, Uni-

versity of Miami School of Medicine, P.O. Box 520875 Biscayne Annex, Miami,

Florida, 33152.

Electrocardiography The American Heart Association’s Council on Clinical Cardiology and the Rogers

Heart Foundation, Inc., in cooperation with the Florida Heart Association, will hold

their 8th Annual Workshop in Electrocardiography, June 17-22, 1974 at the Shera-

ton Olympic Villas, Orlando, Florida. For further information write to Mr. George

E. Stewart, Jr., American Heart Association, 44 East 23rd Street, New York, N.Y.,

10010.

Immunology and
Allergy

The Annual Meeting of the American Association for Clinical Immunology and

Allergy will be held November 21-24, 1974 at Pier 66, Ft. Lauderdale, Florida. For

information write to John L. Dewey, M.D., President-Elect, American Association

for Clinical Immunology and Allergy, P.O. Box 912, DTS, Omaha, Nebraska, 68101.
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VV hen you determine that the

depressive symptoms are associated

with or secondary to predominant

anxiety in the psychoneurotic

patient, consider Valium (diazepam)

in addition to reassurance and

counseling, for the psychotherapeutic

support it provides. As anxiety is

relieved, the depressive symptoms
referable to it are also often relieved

or reduced.

The beneficial effect ofValium is

usually pronounced and rapid.

Improvement generally becomes

evident within a few days, although

some patients may require a longer

period. Moreover, Valium (diazepam)

is generally well tolerated. Side

effects most commonly reported are

drowsiness, ataxia and fatigue. Caution

your patients against engaging in

hazardous occupations or driving.

Frequently, the patient’s symptoms
are greatly intensified at bedtime.

In such situations, Valium offers an

additional advantage: adding an h.s.

dose to the b.i.d. or t.i.d. schedule

can relieve the anxiety and thus

may encourage a more restful

night’s sleep.

symptom complex

toWhim (diazepam)

Precautions: If combined with
other psychotropics or anticonvul-
sants, consider carefully pharma-
cology of agents employed

;
drugs

such as phenothiazines, narcotics,
barbiturates, MAO inhibitors and
other antidepressants may poten-
tiate its action. Usual precautions
indicated in patients severely de-
pressed, or with latent depression,
or with suicidal tendencies. Observe
usual precautions in impaired renal

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nut ley, N.J. 07110

or hepatic function. Limit dosage to

smallest effective amount in elderly

and debilitated to preclude ataxia

or oversedation.

Side Effects: Drowsiness, con-

fusion, diplopia, hypotension,
changes in libido, nausea, fatigue,

depression, dysarthria, jaundice,

skin rash, ataxia, constipation, head-
ache, incontinence, changes in sali-

vation, slurred speech, tremor,
vertigo, urinary retention, blurred

vision. Paradoxical reactions such

as acute hyperexcited states, anx-

iety, hallucinations, increased mus-
cle spasticity, insomnia, rage, sleep

disturbances, stimulation have been
reported; should these occur, dis-

continue drug. Isolated reports of

neutropenia, jaundice; periodic

blood counts and liver function tests

advisable during long-term therapy.

Valium-
(diazepam)

2-mgj 5-mgj io-mg tablets
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A PREDICTION

Physicians’ fees have been rigidly controlled

from August, 1972, when Phase I started,

through April 30, 1974, when Phase IV legally

expired. In 1972 we were permitted a 2.5

percent increase and the same in 1973, if we

could prove an increase in our expenses. In

1974 we were permitted a 4 percent increase.

As more and more groups were excluded from

Phase IV, the physician felt more and more

persecuted—excluding chiropractors from fee

control and refusing to exclude physicians

were especially exasperating.

President Nixon recommended to Congress

that the health profession remain under Phase

IV control, and the president of the Cost of

Living Council made a smiliar recommenda-

tion. The American Hospital Association and

the American Medical Association instituted

a suit against this discriminatory treatment.

Discussion with Senator Biden’s office and
Congressman duPont’s office gave every indi-

cation that the health provisions would re-

main under Phase IV control after April 30.

One of the major reasons presented was the

likelihood of National Health Insurance being

passed in October of 1974—so why give the

physicians six months’ leeway to increase their

fees and thus make the cost of health care

more expensive to the government?

Surprisingly, the appropriate House and
Senate committees overwhelmingly recom-

mended that Phase IV be permitted to expire

April 30, 1974, for those groups still under

its control, including physicians. This was

surprising but encouraging and happy news.

But why were we treated so kindly?

Did Congress realize that our law suit would

be effective? Did Congress appreciate that

this was discriminatory treatment? Or is

there another reason?

Recently, I have received one letter and

one newsletter from the AMA advising phy-

sicians to show restraint in any fee increase.

The letter emphasizes that if we do not show

restraint, we may suffer serious consequences.

I have suddenly realized why we were re-

leased from Phase IV control—the politicians

know that we are going to increase our fees

to adjust them to the double-digit inflation of

our economy. Thus as soon as these cost of

living fee adjustments are made, our philo-

sophical opponents in Washington will point

their finger at us and tell the public, “See

we told you they had to be controlled.”

This is my intuition. I cannot prove I am
right or wrong. I believe you will know that

answer within ninety days.
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BELLADONNA ALKALOID PSYCHOSIS

A Study of Scopolamine Hydrobromide
vs Methscopolamine Bromide

Scopolamine hydrobromide is not as innocuous

a drug as we might be inclined to believe. This

study shows that its central actions can be serious.

Similar actions can be anticipated in long-term

treatment using other belladonna drugs as in

the management of gastrointestinal disturbances,

Parkinson’s disease, etc. This paper not only identi-

fies the side effects of belladonna but also iden-

tifies a reliable, specific, and prompt correction.

Joseph A. Kuhn, M.D.
Gerald J. Savage, M.D.

Introduction

About 20% of patients premedicated with

scopolamine suffer post anesthesia delirium. 1

This delirium in many cases can be reversed

by the centrally acting cholinesterase inhibi-

tor, physostigmine, but not with neostig-

mine. 2 For the same reason that neostigmine

is ineffective in these cases, namely inability

to cross the blood-brain barrier, methscopol-

amine bromide (Pamine, Upjohn ) is able to

exert anti-cholinergic effects without causing

this central toxic psychosis.

Dr. Kuhn is an intern in the Department of Medicine, Wil-
mington Medical Center. At the time of this study he was an
extern in the Department of Anesthesiology, Wilmington Medical
Center.

Dr. Savage is the Director of the Department of Anesthesiology,
Wilmington Medical Center, and is a Clinical Instructor of
Anesthesiology, Thomas Jefferson University.

Methods and Materials

For two months we studied 180 patients

who were premedicated with scopolamine. One
hundred patients received the more conven-

tionally used hydrobromide salt, while the

others received the methylbromide form.

These premedications were given intramuscu-

larly approximately one hour before the sur-

gical procedure. The usual adult dose was

0.4 mg. These two preparations were given

to patients on an entirely random basis with

no subject being aware that he was receiving

one of two drugs or that his response was

being studied.

The delirium exhibited by patients was

classed as in Greene’s experiments. 1 Stage I
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consisted of delusions, hallucinations, confu-

sion, excessive moaning, or meaningless utter-

ances. Stage II included all those patients

who required restraint of any type to prevent

them from injuring themselves. A patient

was not considered delirious if he could com-

municate with any degree of rationality.

We added the stipulation that no patients

could be classed as having a scopolamine in-

duced delirium if it could not be reversed with-

in ten minutes by an injection of physostig-

mine salicylate, which Duvoisin and Katz have

shown to be highly successful in very promptly

reversing scopolamine toxic psychosis. 2 Since

the delirium reversal was usually prompt and
dramatic, and since the patients were unaware

(a) that their premedication could cause de-

lirium, (b) that they were delirious, or (c)

that they were given anything to reverse this,

it was felt that a single-blind study would be

as valid as a double-blind. In all cases phy-

sostigmine was administered intravenously in

a dose approximately twice that of the sco-

polamine.

Because physostigmine is a cholinesterase

inhibitor capable of traversing the blood-brain

and placental barriers, 1 it was not adminis-

tered to patients who might be adversely af-

fected by its vagal-like actions. These included

pregnant patients, those with bradycardia or

asthma, or patients who had undergone bowel

or urinary bladder procedures. Five patients

in our study who exhibited delirium were not

given physostigmine for these and similar rea-

sons. Because of our stipulation, these pa-

tients were not classed as having a scopol-

amine induced physchosis but were grouped

with those who had no delirium at all. These
five had all been premedicated with scopol-

amine hydrobromide.

We also noted the length of the recovery

room stay of these two groups of patients to

determine whether there was any significant

difference. Certainly there are many factors

governing the length of time spent in the

recovery room, among them being the pa-

tient’s age and general health, surgical and
anesthetic complications, and the work load

of the recovery room staff. Taking a large

survey of patients over the same time period,

these variables tend to minimize, and one en-

tity which becomes very significant is the pa-

tient’s arousal from drug induced depression

to the point where he is fully rational and able

to leave the recovery room. The speed with

which the patient becomes rational then

largely determines the duration of his recovery

room stay.

Results

Of the 100 patients medicated with scopol-

amine hydrobromide, 27 exhibited delirium.

Five were not given physostigmine for one

of the above mentioned reasons, and one

was given physostigmine with equivocal re-

sults. Twenty-one delirious patients had their

symptoms reversed by the physostigmine and
were thus classed as cases of scopolamine in-

duced delirium. The one patient who had
equivocal reults was a 34 year old woman who
had received scopolamine hydrobromide as a

preoperative medication for her abdominal

hysterectomy. Postoperatively she was moan-
ing excessively and was unable to communi-
cate. She was given 1.0 mg of physostigmine

salicylate intravenously over a period of two

to three minutes. Her moaning gradually

decreased over the next 15 minutes. She then

became rational and able to speak coherently.

Because her arousal took longer than ten

minutes, she was not classed as a scopolamine-

induced delirium.

The average time for delirium reversal by
physostigmine was 5.8 minutes, most times

ranging between 4 and 7 minutes. The aver-

age time between the dose of scopolamine and

the onset of delirium was 3.3 hours. This, of

course, varied greatly with the length of the

surgical procedure, in one case being only 2.3

hours and in another 5.8 hours. There was

little difference in the ages of the patients

who did and did not become delirious, the av-

erage being 31 and 33 years, respectively. The
choice of general anesthetic was made with-

out regard to the premedication given the pa-

tient, and was based on the individual case

needs. As it turned out, there was a remark-

ably good distribution. (Table 1)

Only one patient of the 80 who received

methscopolamine bromide exhibited anything

even closely resembling delirium. This was
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TABLE 1

POST-ANESTHESIA DELIRIUM: SCOPOLAMINE vs METHSCOPOLAMINE

Scopolamine

Anesthetic HBr Without

Agent Delirium

Patients

No. %

Halothane 33 42

Cyclopropane
Fentanyl or

Fentanyl plus

32 41

Droperidol 14 17

Total 79 100%

a 23-year-old man who, while awakening from

his anesthetic, seemed to be uncomfortable

with pain. He began to vomit and became

combative. He was given oxygen via nasal

canula and 25 mg of meperidine intravenously.

Within ten minutes he was fully awake. Be-

cause he was rational, he was not given phy-

sostigmine, and even though his delirium was

not definitely attributed to a central scopola-

mine effect, it cannot be denied that it might

have been. All of the other methscopolamine

bromide patients awoke in a rational state

without any sign of delirium.

We can thus state that possibly one of the

80 methscopolamine bromide premedicated

patients exhibited a scopolamine-induced de-

lirium, while 21 of 100 scopolamine hydro-

bromide premedicated patients definitely ex-

hibited it. This is a significant difference

(P< .0005).

There is also a difference between the groups

in the time spent in the recovery room. The
scopolamine hydrobromide patients averaged

59 minutes in the recovery room with 37%
spending an hour or longer, compared to 47.5

minutes for the methscopolamine bromide

group with 23% spending an hour or more.

This is also significant (P< .05) and of finan-

cial importance to the patient, as recovery

room service in our hospital is charged on a

time basis. By using methscopolamine bro-

mide instead of scopolamine hydrobromide, 14

Scopolamine
HBr With
Delirium

Methscopolamine
Bromide —
No Delirium

Patients Patients

No. % No. %

1 1 52 35 44
10 48 35 44

10 12

0 0

21 100% 80 1 00 %

of 100 patients might avoid the charge for an

extra half hour of recovery room service.

Discussion

It is important to remember that postopera-

tive delirium may also be due to hypoxia or

psychosis, though apparently much more
rarely than delirium caused by belladonna

alkaloid induced CNS depression. 1 Therefore,

although delirium is often seen in scopolamine

hydrobromide premedicated patients, this de-

lirium cannot always be attributed to the cen-

tral actions of the scopolamine. Nor must
one assume that delirium will never be noted

in the methscopolamine patient, as hypoxia or

psychosis may be responsible.

The basis for the difference in delirium

producing capabilities of these two salts of

scopolamine rests upon a single nitrogen atom.

(Figure 1) The nitrogen in scopolamine hy-

drobromide is in the tertiary form, which al-

lows it to cross the blood-brain barrier. 1 The
methscopolamine bromide salt contains a qua-

ternary nitrogen which for the most part will

not allow it to enter the brain. 3 For this rea-

son, methscopolamine bromide lacks the cen-

tral actions of scopolamine.4

It is also on this basis that physostigmine,

a tertiary compound, is able to enter the

brain and reverse this belladonna alkaloid

psychosis, while neostigmine, a quaternary

compound, is unable to do so. 2

May, 1974 241



Delaware Medical Journal

Scopolamine

HC CH CH2 0

/CH3 | II

/ CH— 0—

C

N
|

I
I

CH CH 2

ch 2oh

I

Methscopolamine Bromide (Pamine)

HC CH CH 2 0

ch3 | IIX CH— 0—

C

N

CH-

ch
3—ch2

FIGURE 1

CH 20H

I

<KS>

Molecular Structures of Methscopolamine Bromide

and Scopolamine.

Based on the work of dePadua and Graven-

stein, 5 one also would not expect methscopol-

amine bromide to affect the fetus as it should

be incapable of traversing the placenta.

The toxic psychosis produced by scopol-

amine hydrobromide cannot be avoided by the

use of atropine sulfate instead, for although

the delirium is more prevalent with scopol-

amine, it is also often noted with atropine sul-

fate premedicated patients. 1 Thus to avoid

this undesirable effect, the only solution seems

to be the quaternary salts.

Besides its advantages for use in inpatient

surgery, methscopolamine bromide can be of

great value in many other instances, eg,

a) As a premedication for outpatient sur-

gery in which the patient undergoes

general anesthesia. The mental con-

fusion and drowsiness that often char-

acterize the recovery period can be

avoided. The risks inherent in discharg-

ing the ambulatory patient can be re-

duced.

b) Patients undergoing surgery at night

are frequently returned directly to their

rooms. With the use of methscopl-

amine bromide, these patients can be
fully oriented sooner and thus more

quickly capable of helping with their

post-anesthesia needs.

c) The delirium that accompanies labor is

often due to the central effect of scopol-

amine. The hydrobromide form of the

drug also enters the fetal circulation.

Both effects can be avoided with meth-

scopolamine bromide.

d) The elderly patient is particularly prone

to injury during a delirious period and
would thus benefit from the use of meth-

scopolamine bromide.

e) Toxic psychosis from sleeping medica-

tions containing scopolamine (eg Somi-

nex, Sleep-eze, Sleep-tite) 6 can be

avoided by the substitution of the

methyl bromide salt for the hydrobrom-

ide salt in these preparations.

Summary and Conclusion

Of 100 patients who received scopolamine

hydrobromide, 21 were classified as being af-

fected by scopolamine delirium. Six more
patients premedicated with this salt had de-

lirium, although it was not proven conclusively

that this was scopolamine related. Of the 80

patients who received methscopolamine bro-

mide, only one exhibited any type of delirium.

It was also shown that on the average, pa-

tients premedicated with methscopolamine

bromide spent significantly less time in the

recovery room than their counterparts re-

ceiving scopolamine hydrobromide. Though
methscopolamine bromide costs about thirty

cents more per dose, this difference is minimal

when the obvious benefits are considered.

Therefore, methscopolamine bromide (Pam-

ine, Upjohn ) seems to be the best solution

so far to the problem of avoiding belladonna

alkaloid toxic psychosis.
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BILATERAL SUCCESSIVE

SEMINOMAS IN SCROTAL TESTES

Bilateral testicular tumors, both primary and

metastatic, are rare. Differentiating a primary

from a metastatic bilateral tumor is a difficult

problem. A patient with bilateral primary semi-

nomas, successive in appearance, is presented in

this paper.

George A. Barbalias, M.D.

Case Report

A 51-year-old white man was seen because

of left scrotal swelling. He had been in an

automobile accident at age 30. Since that

time he had had epileptic seizures and occas-

ional urinary infections. For the past six

years he had noted increased urinary fre-

quency and a slow urinary stream. During

the six to eight months prior to admission,

swelling of the left scrotal area which had the

appearance of a left hydrocele was observed.

A left inguinal herniorrhaphy had been done

ten years before.

Review of the systems revealed complaints

of poor vision and occasional shortness of

breath, and was otherwise unremarkable ex-

cept for the complaints related to the genito-

urinary tract.

The family history was not contributory.

On physical examination the patient was in

no apparent distress. His blood pressure was

135/80 mmHg. The pulse rate was 88/min

and regular. No edema or cyanosis was ob-

served. A divergent strabismus was noted.

Examination of the neck revealed no disten-

tion of the veins and no enlargement of the

thyroid. The chest was symmetrical and

showed increased anteroposterior diameter but

good expansion with respiration. Heart

Dr. Barbalias served a residency in urology at the Wilmington
Medical Center. He presently is practicing in his native Greece.

sounds revealed a normal sinus rhythm and
no murmurs. The abdomen was flat and
soft, and there was a scar in the left lower

abdominal quadrant from the previous hernior-

rhaphy. There was no organomegaly or costo-

vertebral angle tenderness. No inguinal

lymphadenopathy was found. The urinary

bladder was not distended.

Examination of the external genitalias re-

vealed an uncircumcised penis with an ade-

quate external urinary meatus. The left tes-

ticle was enlarged and measured 12x8 cm.

It was non-tender to palpation. The right

testicle was within normal limits. Rectal ex-

amination revealed the prostate to be normal

in size and consistency and non-tender. Neuro-

logical examination disclosed slightly de-

creased muscle strength in the lower extremi-

ties.

Laboratory Data

The hemoglobin was 14.0 gm, and hemato-

crit 42%. Total and differential WBC were

normal. The urinalysis was normal. The sero-

logic test for syphilis was non-reactive.

The serum calcium was 9.1 mg, the inor-

ganic phosphorus 3.9 mg, the glucose 113 mg,

the blood urea nitrogen 14 mg, the uric acid

6.0 mg, the cholesteral 245 mg, the total pro-

tein 7.4 gm, the albumin 3.9 gm, and total

bilirubin 0.5 mg/100 ml. The alkaline phos-

phatase, LDH, and SCOT were within nor-

mal limits. The serum creatinine was 0.9
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FIGURE 1

Low Power. Solid sheets of tumor cells separated

by septa with lymphocytes.

mg/100 ml. A repeated urine culture was
negative after treatment.

An electrocardiogram showed a mild sinus

tachycardia, and chest x-rays were within nor-

mal limits as was the intravenous pyelogram.

(Figure 1)

Operation

Through a left inguinal approach a left

orchiectomy was performed by sectioning the

spermatic cord close to the internal inguinal

ring.

A large testicular tumor measuring 12 cm
in its greatest diameter and weighing 335

grams was removed. Normal testicular paren-

chyma was not present. The tumor mass was

composed of firm, tannish-colored tissue with

large irregular areas of yellowish necrosis

measuring up to 3 cm in size. The epididymis

was also infiltrated by extracapsular spread

of the tumor. There was also an associated

hydrocele containing hemorrhagic fluid.

Microscopic examination of the tumor re-

vealed a uniform appearance. (Figure 1) The
tumor was composed of large, polygonal-

shaped cells having clear cytoplasm but with

enlarged nuclei with very prominent nucleoli.

The cells were in the form of nests and
strands separated by septa. In some areas

conspicuous numbers of lymphocytes were

present. Large areas of necrosis were present.

Microscopic examination of sections taken

FIGURE 2

Normal Preoperative Intravenous Pyelogram.

from the spermatic cord revealed invasion by
the tumor. The pathologic diagnosis was semi-

noma of the left testicle with invasion of the

spermatic cord.

A lymphangiogram was done; it was not

diagnostic of retroperitoneal node involve-

ment.

The preoperative intravenous pyelogram

(IVP) was normal. (Figure 2)

According to Boden and Gibb classification

(Table 1) the patient was classified as stage B
because of the spermatic cord involvement and
the extracapsular spread to the epididymis,

though metastases to the retroperitoneal

lymph nodes were not demonstrated by IVP
or lymphangiogram.

The patient was treated with external ir-

radiation over a period of 10 weeks with a

total of 3500 rads tumor dose to the left hemi-

pelvis. A total of 3500 rads to the periaortic

lymph nodes and 2500 rads to the entire medi-

astinum and the left supraclavicular region

was administered. The right testicle was
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shielded. He tolerated the treatment well

and gained some weight.

Months after completion of his radiotherapy

he was found to have 200 cc of residual urine.

Cystoscopic examination disclosed heavy blad-

der trabeculation with multiple diverticula

and obstructive prostatic hypertrophy. Trans-

urethral resection of the prostate resulted in

some improvement of his urinary symptoms
of frequency and occasional dribbling and de-

creased urinary stream, but he continued to

have about 100 cc of infected residual urine.

This was attributed to neurogenic bladder

disease or bladder decompensation secondary

to chronic obstruction, especially after he was

reexamined cystoscopically and found to have

an adequately open vesical orifice. To reduce

the volume of the residual urine and relieve

his occasional incontinence he was placed on

indwelling catheter drainage.

The patient was treated with catheter

drainage for ten months. Eighteen months

after the left orchiectomy, his right testicle

was noted to be enlarging and indurated. It

was thought that this was probably secondary

to infection although the possibility of tumor

could not be ruled out. The patient was given

antibiotic therapy for two weeks, but the tes-

ticle continued to increase in size. He then

entered the hospital for an exploration and

biopsy.

His physical examination was unremarkable

except for the external genitalia. The left tes-

ticle was surgically absent. The right testicle

was approximately three times normal size,

hard, heavy, and non-tender. There was no

evidence of fixation to the skin. Both sper-

matic cord and inguinal areas were normal to

palpation.

The blood urea nitrogen was 15 mg/ml. The
alkaline phosphatase and LDH were increased

respectively to 171 IU and 995 mU/ml. SGOT
was 40 mU/ml and total bilirubin was 0.5

mg/ml.

Operation

By means of an inguinal incision, the right

spermatic cord was identified and a vascular

clamp was applied before any handling of the

TABLE 1

Boden and Gibb classification of testicular tumors:

1 — Stage A: tumor confined to the testis, with

or without adnexal invasion

2 — Stage B: tumor metastatic to retroperitoneal

lymph nodes but not beyond

3 — Stage C: tumor metastatic to a site other

than the retroperitoneal lymph

nodes

testicle. The testicle was separated from the

scrotum and delivered into the inguinal wound.

It was then sectioned and the findings were

so suggestive of seminoma that the testicle

was removed by sectioning the cord at the

level of the internal inguinal ring.

The macroscopic examination of the speci-

men revealed a testicle measuring 7x5x5 cm
and a segment of spermatic cord measuring 7

cm in length. Sectioning revealed the paren-

chyma to be largely replaced by firm, greyish

tumor tissue, the central portion of which

appeared necrotic. The tumor appeared to be

confined to the testicle with no obvious exten-

sion beyond the capsule. Microscopic exami-

nation of the tumor revealed the morphology

to be identical to the previously resected left

testicular tumor and characteristic of a semi-

noma. (Figure 3) Multiple sections of the

cord disclosed no evidence of tumor. It was

manifestly impossible from the pathological

examination to determine if this second semi-

noma represented a primary neoplasm, or a

metastasis from the aforementioned contra-

lateral testicle.

Chest x-rays showed no evidence of metas-

tases. A repeat IVP demonstrated that the

ureter was displaced laterally by a large

tumor mass. (Figure 4) The lymph nodes

still visible from the lymphangiogram eigh-

teen months previously, showed enlargement

and replacement by tumor. The patient was

referred for radiotherapy. 2000 rads were

given with the moving strip technique to the

entire abdomen. Two weeks later his hemo-

globin had dropped from 12.5 to 10 grams, and

his white blood cell count was 2900 cu/mm.
Chemotheraphy was not used because of the

continued leukopenia. The patient began to
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FIGURE 3

High Power. Large seminomatous cells with cen-

tral band of lymphocytes.

note weakness. He lost weight, and five

months after the second operation his chest

x-ray showed a metastatic lesion. He contin-

ued to deteriorate and died eight months after

the completion of radiotherapy. An autopsy

was refused.

Discussion

Bilated testicular tumors, both simul-

taneous and successive, have been previously

described. Simultaneous occurrence has been

less common than that of successive tumors.

The interval between successive tumors has

varied from several weeks to 22 years. Brady
et al reported a seminoma and a spindle cell

sarcoma. 2 Dunlap and Ochsner described an

embryonal cell carcinoma occurring on the

contralateral side ten years after the initial

one. 3 Collins and Pugh reported successive

seminomas.4

Incidence

Gilbert and Hamilton reviewed 7000 cases

of testicular tumors and found 60 bilateral

cases in scrotal testes (0.85% ).
5 - 6 Patients

with bilateral scrotal testes treated for tumor

on one side thus have a chance of 0.85% of

developing a tumor on the other side as com-

pared with 0.0013% in the general population.

A higher incidence of bilaterality (24.6%)
was observed in bilateral ectopy.6

The commonest bilateral tumors are lymph-

FIGURE 4

IVP demonstrating ureteral displacement by

tumor mass. Enlargement of lymph nodes and re-

placement of parenchyma by tumor are also visi-

ble.

omas, with seminomas next in frequency.4 - 7

In the report of Abeshouse et al only seven

out of 40 cases of bilateral tumors were semi-

nomas, and all were of the primary type.8 In

the series of Vechinski et al the incidence of

bilateral tumors was 2.7% in 112 cases.9

Castro reported 2.5% incidence of bilateral

seminomas in 96 patients. 10

Bilateral neoplasms are usually of the pri-

mary variety, but sometimes it is difficult to

determine if the contralateral neoplasm is pri-

mary or secondary (metastatic) from an ex-

tratesticular source, especially in tumors with

a lymphomatous or sarcomatous histological

structure. The successive appearance may be

due to unequal growth of the tumor in the two

testes and may represent the continued effort

of a common predisposing factor which affects

the remaining testis.
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Metastatic Tumors from Extratesticular Source

The most common metastatic tumors to the

testicles are lymphomas, the reticuloses, retic-

ulum cell sarcomas, and myeloma. Spread
from the lung and the prostate has also been

reported. 11

According to Willis, the metastatic tumor
cells may reach the testes by: (1) direct ex-

tension from neoplasms of adjacent organs

(epididymis, spermatic cord, tunica vaginalis,

etc.)
; (2) arterial embolism from neoplasma in

other parts of the body; (3) retrograde ven-

ous embolism from renal and retroperitoneal

tumors; and (4) retrograde lymphatic exten-

sion from gastrointestinal and intra-abdomi-

nal neoplasms. 12

Direct extension or metastatic dissemina-

tion from the primary testicular tumor does

not seem likely because of the absence of

demonstrable lymphatic or vascular com-
munications between the two testes and the

frequently observed different histological

structure of the contralateral tumor.

Clinical Presentation

The most common presenting symptom of a

testicular tumor is a painless mass or swelling

(56.9%) and pain plus mass or swelling

(23.5%). 13 Painful swelling is usually the re-

sult of hemorrhage into the tumor.

The most common error in the diagnosis oc-

curs when there is tumor associated with signs

of inflammation. In 8% of the cases there has

been a hydrocele as the presenting clinical pic-

ture.

Pathology

All testicular tumors arise in pluripotent

cells of the primitive germinal epithelium

which, as stated by Friedman and Moore, may
develop through neoplastic proliferation into

a seminoma or may undergo transformation

into totipotential elements forming either

choriocarcinoma or teratoma. In our patient

at the time of the left orchiectomy, there was
tumor involvement of the spermatic cord, but
there was no definite retroperitoneal lymph
node involvement shown in the subsequent
IVP and lymphangiogram. An adequate dose

of radiation was then administered into the

abdomen, the periaortic nodes, the mediasti-

num, and the left supraclavicular region.

When the right orchiectomy was done, eigh-

teen months later, the lymph nodes were radio-

logically positive on the left side. One could

probably support the view that the second
seminoma was metastatic in a retrograde

fashion from the blocked lymphatics, but mul-
tiple specimens of the right spermatic cord

revealed no involvement with tumor. Indeed,

the metastasis to the lung could indicate

hematogenous dissemination of the first tu-

mor, which might also have caused a secondary

(metastatic) tumor to the second testis; how-
ever, there was a time interval of six months
between the second tumor and the lung metas-

tasis.

Summary

Bilateral testicular seminomas, especially in

scrotal testes, are rare. A patient with bilat-

eral successive seminomas and a review of the

literature have been presented.
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DO UNMARRIED TEEN-AGERS

HAVE TO GET PREGNANT?

Catherine B. Middleton, M.D.

This question is what is called “loaded.”

One pregnant girl might answer, “No,” but

explain either that she didn’t know the con-

sequences of the sexual act, (and indeed she

might not) or that she was afraid her boy

friend might leave her if she did not concur

in his wishes for intercourse.

Another girl might say, “Yes, because I

needed someone of my very own to love and

to love me.” Another girl might say, “Yes,”

and explain that if you have a baby you have

proved you are a woman and your boy friend

is a man. And still another might say, “We
plan to get married when he can take care

of us, and we wanted to have a baby.”

A parent might say, “No, she did this to

spite me,” or “Yes, I told her she was headed

for trouble.” The minister, neighbors, or

anyone whose business it isn’t, “No, if she

had been a ‘good’ girl this wouldn’t have

happened.” The doctor or nurse might say,

“No,” because she could have been provided

with appropriate contraceptive advice. The
teacher might say, “No,” because adequate

sex education would have been preventative.

The social worker, after reviewing the whole

family situation with its conflicts, weaknesses,

and strengths, might say, “No,” on several

grounds and, “Yes,” on equally as many.

Perhaps the question should be reworded

and presented with an associated question, as

“Why do unmarried teen-agers become preg-

nant?” “Why do unmarried teen-agers have

babies?”

D". Middleton is Director of Maternal and Child Health Services,
Delaware State Board of Health.

This paper was adapted from a presentation to the Delaware
Academy of Family Physicians.

Suppose we look first at the grounds claimed

in the past as causes of unwed pregnancy.

Each group of researchers has felt that the

one single cause of teen-age pregnancy has

been discovered. In the 1920’s, it was thought

to be a result of bad morals and mental retar-

dation. In the 1930’s, environmental factors

were the culprit. In the 1940’s psychological

and psychiatric factors were to blame. And
in the middle and late 1950’s it was the sick

society, with focus on delinquent behavior

among the middle classes. More recently, the

general consensus has been that there is no

single cause of teen-age pregnancy and that

the pregnancy itself is usually a symptom of

numerous problems related to the adolescent

girl, her family, and her environment.

The second half of the revised question has

a number of answers. In discussing or study-

ing illegitimacy in any age group, we have

no way of accounting for those pregnancies

which are terminated by abortion, those

which are delivered out of state, or those

which are concealed by early marriages. In

general, we are left to consider only those

girls who have no alternative but to have

their babies and, in most instances, to keep

them. They are for the most part without

family security or support, poor, and are de-

prived even of the dignity of carrying and

delivering a child under circumstances with

a modicum of decency.

The point is that there is no pat answer to

this question. If there were an answer, the

question would not be so often raised for dis-

cussion. To over-simplify, there is no physi-

cal reason why a teen-ager, or for that matter,

any other female of child-bearing age, has to
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become pregnant. (There are sound medical

reasons why the teen-ager should not do so,

but these are not the most important con-

siderations in this discussion today.)

There are many respectably married women
who have had far larger families than they

wished because they “had” to have babies un-

til a son was bom, or who felt that they “had”

to have a baby to bolster a shaky marriage.

These are respectable reasons sanctified by
custom, family, and the law. Perhaps we
have not paid enough attention to similar

reasons as they relate to unmarried girls and
boys. The teen-ager’s reasons are strongly

related to her family environment, parental

attitudes, her own adolescent feelings of worth

as a person, and the attitudes of her peers, in

and out of school.

In most instances, these reasons do not in-

dicate any consideration for the unborn infant

as an individual. The pregnancy is usually

seen as a weapon to be used against parents,

or as evidence that the girl and boy are in-

deed independent, or, quite often in older

teen-agers, as a device to force a marriage

considered undesirable by their parents.

In other instances, there may be strong sub-

cultural differences unlike majority middle

class values which do not attach stigmata to

the bearing of a child out of wedlock. This

is illustrated by the custom of common-law
marriages among Puerto Ricans and blacks.

Many of these unions are stable families, but

since they are not recognized by law, the

children are counted as illegitimate.

These are only a fraction of the reasons

why teen-age girls have babies. But this brief

review of some of the factors involved indi-

cates that no one approach such a sex edu-

cation or contraceptive advice is sufficient

armament with which to approach the prob-

lem.

One must be careful to define the term

“sex education” before either attacking or

defending it. My own feeling is that sex edu-

cation is not a separate part of life, but rather

a small part of the whole business of how the

members of a family relate to each other and
to the whole community. It begins when a

small boy realizes or learns that to be a daddy
is to be the one who cares for mother and
children, and who is very special because of

this. Similarly, little girls learn at home what

mother does and why she, too, is special.

This information is not taught. It is learned

from parental attitudes long before the young-

ster goes to school and often determines the

worth which the child places on being a girl

or a boy. How strong the sex identification

becomes in these early years has a direct bear-

ing on what comes later, particularly in the

establishment of a value system.

Whether you like it or not, your child be-

gins his sex education as soon as he knows
the difference between boys and girls. It

may be from more sophisticated playmates,

from the lavatory wall in the school, from

reading, from watching TV. Whether you as

a parent have set a point in time when your

child should be informed of the realities of

intercourse, anatomy, and having babies

doesn’t alter this. By that time you are prob-

ably too late to do anything except correct

misinformation, if indeed your child happens

to or is willing to discuss the matter at all.

It would seem then that given a stable pre-

school family situation, the school child can

sort out the useful information from the junk.

Such children will not be hurt by, nor will they

accept misinformation. They will be able to

assimilate properly taught school programs

in the proper perspective into their total life

experiences.

Unfortunately, there are many parents who
are not comfortable with providing proper sex

information to their children. Indeed, they

may be misinformed themselves, and there-

fore unable to provide proper information.

Family attitudes between husband and wife

or parents and children may also make this

an area in which both parents and children

can use outside, impersonal help. Sex edu-

cation or family life education, whatever label

is put on the subject, has a great contribution

to make, but it is only a part of the whole

package.

So, going back to the original question, my
answer is “No.” But to make this answer
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valid, girls and boys need a stable family situ-

ation, someone to listen, someone to give rea-

sonable answers to questions, and competent

people outside the family to discuss the ques-

tions openly, honestly, and objectively. In

other words, well-meaning parents should re-

£ £

gard a school program in this area in exactly

the same way they regard new math, foreign

languages, etc., as an aid to teaching their

children what they need to know to live and

grow into the kind of men and women their

parents wish them to be.

!4S

BREAST CANCER
DEMONSTRATION PROGRAM

The Wilmington Medical Center, in coop-

eration with the Delaware Division of the

American Cancer Society, has been awarded

a joint grant by the American Cancer Society

and the National Cancer Institute to screen

5,000 asymptomatic females over 35 for can-

cer of the breast each year for a two-year

period.

If the first two years of the project are

successful, funding will probably be available

to continue the examination for a total of five

years, followed by an additional five year

follow-up.

The detection center, one of twenty-seven

to be established in the country, will be lo-

cated at the Wilmington General Division of

the Wilmington Medical Center, Chestnut

and Broom Streets, with office hours 8 : 00 a.m.

to 2:00 p.m. by appointment only. Appoint-

ments can be made by calling (302) 428-4815.

The most compelling reason for the current

interest in screening of large population

groups for breast cancer, is the finding that

screening with mammography, clinical exami-

nation, and thermography of the breast does,

in fact, lead to a significant reduction in five-

year breast cancer mortality.

The objectives of this project, as outlined

by the National Cancer Institute, are as fol-

lows:

1. To find out if research for the detection

of breast cancer can be applied to the

general population through regular medi-

cal channels.

2. To determine if a negative thermogram

is sufficient to preclude the use of clinical

examination and mammography in the

detection of breast cancer.

3. To determine if American Cancer So-

ciety volunteers can provide a popula-

tion of women for screening with ade-

quate follow-up phases of this study.

4. To find out if non-palpable breast cancer

properly treated will provide more years

free of known disease than waiting for

palpable evidence of disease.

5. To evaluate the effect of American Can-

cer Society literature on the teaching

of breast self-examination in an effort

to find out if women continue self-ex-

amination of the breasts, and if they do

not, then why not.

6. To try to define again high risk groups

for breast cancer.

The project is also designed to demonstrate

to the medical profession and to the public

the value of using mammography, thermog-

raphy, and clinical examination in screening

for breast cancer. The program has recently

been funded for two years of screening plus

Continued on page 255
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BREAST CANCER DEMONSTRATION PROGRAM

Continued from page 250

five years of follow-up. At least 5,000 asymp-

tomatic women will be screened each year at

our project. The screening will be free and

on an appointment basis. The examination

will include a detailed medical history, an

educational slide demonstration with regard

to the nature of the project, followed by a

sound film presentation on breast self-exami-

nation. The examination itself will consist of

a careful physical examination by a nurse

practitioner under the supervision of a doctor.

Thermography and mammography will also

be used.

The screenees will be recruited from the

population at large with emphasis on the

lower social and economic strata, utilizing the

volunteer core of the American Cancer Society

to the maximum extent. Mammography will

not be done on pregnant women. Women 35

to 74 years of age will be eligible for the study.

All positive cases will be referred to a physi-

cian of the patient’s choice for medical atten-

tion. Cases without physicians of their own

« U?

etterd to the Editor

To the Editor:

The American Association of Medical

Assistants has a State Chapter and a New
Castle County Chapter. They were chartered

in this community about ten years ago.

Physicians who have acted as advisors to

both the state and county chapters have in-

cluded Doctors Howard Borin, Milan Q. Felt,

John Gehret, Martin Gibbs, Carl Glassman,

David King, Leonard Lang, John Levinson,

George Liarakos, Oscar Martinez, Peter J.

Olivere, Bernadine Z. Paulshock, R. Walter
Powell, Daniel J. Preston, Norman Robinson,

Bayard R. Vincent, and Howard Wilk.

The state chapter meets biannually and the

county membership meets monthly, with the

exception of the summer months, usually at

will receive assistance in entering the medical

care system.

All the information gained from this survey

will be submitted to the University Science

Center in Philadelphia for data processing,

and it is hoped that this project, with the

twenty-six others like it throughout the na-

tion, will provide us with valid statistics with

regard to the incidence of asymptomatic can-

cer and perhaps give us some new ideas about

the treatment of early breast carcinoma. The
experience of most physicians indicates that

the fear and reluctance of patients to seek

medical attention for breast cancer still re-

main the principal causes for late diagnosis,

and this can only be overcome by a better

and more effective system of public education.

It is hoped that this Breast Demonstration

Project in Delaware, which is designed to

serve the entire state, will be helpful in moti-

vating women to seek periodic examinations

by all of these methods prior to the develop-

ment of symptomatic breast cancer.

Leslie W. Whitney, M.D.
Program Director

US

a dinner meeting at which some physicians,

usually one of the bosses, is the speaker. Re-

cent speakers have included Doctors Martin

Gibbs, David King, Janet Kramer, Jules

Levin, Abid Mohiuddin, R. Walter Powell,

and Dene T. Walters.

Current state president is Linda Felt.

The cost of joining is $20.00 per year.

Carol Guthrie, President

New Castle County Chapter

American Association of Medical

Assistants

Editor’s Comment: It would be a nice fringe

for you to offer it to your office helpers if they

are not already members. In turn, you will

be invited to the annual Bosses’ Nite dinner,

which is a very nice bash indeed.
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THE COASTAL ZONE ACT

There is something in the American psyche

which makes us respond only to a crisis, when

we have had long and ample warning of im-

pending problems. We are currently witnes-

sing a reaction to the recent energy crisis in

the hasty and ill conceived efforts in the Dela-

ware legislature to amend the Coastal Zone

Act, a nationally recognized and highly

praised landmark in the fight to preserve the

quality of life.

As the authors of the Coastal Zone Act

recognized, there can be no compromise if we

are to preserve the remainder of Delaware’s

coast line in its present state. There can be

no opportunity for a small group such as a

planning or zoning commission to make ex-

ceptions or grant variances. The ultimate

consequence of any weakening of the present

Act will be the gradual but inevitable destruc-

tion of our coast line as we know it, and its

replacement by port facilities, refineries, other

heavy industries, and all of the associated in-

crease in housing, shopping areas, and trans-

portation facilities. Provision is wisely made
in the Coastal Zone Act for expansion of al-

ready existing industries along our coast, and

this should be adequate for our needs while

maintaining a proportion consistent with our

relatively short coast line.

As citizens of Delaware and particularly as

physicians we are acutely aware of the im-

portance to physical and mental health of

clean air, unpolluted water, uncrowded living

space, and the opportunity to find recreation

and tranquility along our still unspoiled miles

of marshes and seashore. I urge that the

Medical Society of Delaware, as well as each

of us as individuals, make it clear to our

legislators that we oppose any alteration of

the existing Coastal Zone Act.

Lawrence M. Baker, M.D.

AMOXICILLIN

The latest entry in the field of new anti-

bacterial agents approved by the Food and
Drug Administration is amoxicillin* (a-

amino-p-hydroxybenzyl penicillin). This am-
picillin analogue was developed at the Beech-

am Research Laboratories in England and
has been available for some time in the United

Kingdom.

Amoxicillin is quite similar to ampicillin in

its antibacterial spectrum, therapeutic indica-

tions, and potential side effects. Amoxicillin

differs from ampicillin in that it is better ab-

sorbed from the gastrointestinal tract, pro-

ducing serum levels approximately two and a

half times those of an equivalent dose of am-
picillin. The peak serum level after a 500 mg
dose of amoxicillin approximates 6-8 mcg/ml
while the equivalent dose of ampicillin pro-

duces a serum level of about 3 mcg/ml. Urine

levels following amoxicillin administration are

higher than those with ampicillin, with 60

percent of both drugs being excreted within

eight hours following administration. The
half-life (62 minutes) and protein binding (20

percent) of amoxicillin and ampicillin are

quite similar.

Clinical experience with amoxicillin abroad

and in this country has demonstrated that it

is effective in the treatment of infections of

the urinary tract, respiratory tract, and skin

and soft tissue, when due to susceptible micro-

organisms. These include gram-positive cocci

such as streptococci (including enterococci),

pneumococci, and non-penicillinase producing

strains of staphylococci, and gram-negative

organisms such as Hemophilus influenzae,

Escherichia coli, Proteus species, and Neis-

seria gonorrhea.

Amoxicillin has been effective in the treat-

ment of gonorrhea in a single 3 gram dose

*Amoxil — Beecham Massengill; Larocin — Roche
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without probenecid. Equivalent therapy with

a single dose of ampicillin requires concom-

mitant administration of 1.0 gram probenecid.

Other indications for amoxicillin in prefer-

ence to ampicillin are less easy to identify.

The hypothetical advantage of higher blood

levels of amoxicillin following oral adminis-

tration is difficult to assess in the treatment

of patients with susceptible bacterial infection.

Large well-controlled double-blind studies

would be necessary to demonstrate a thera-

peutic advantage or lack of it offered by this

new ampicillin analogue. It is true that the

oral absorption of antibiotics in patients who
are ill is unpredictable, but even in the case

of cephalexin (an exceptionally well-absorbed

antibiotic), prompt assimilation after oral ad-

ministration in volunteers does not assure pre-

dictable absorption in the sick.

In the treatment of urinary tract infections,

there would appear to be no advantage in

using amoxicillin rather than previously avail-

able preparations of ampicillin and other anti-

biotics. The possible advantage of amoxicillin

may be in the treatment of patients with bac-

terial infections of the respiratory tract who
might benefit from enhanced antibiotic blood

levels.

Careful objective clinical experience will be

necessary before deciding the proper role of

amoxicillin in the treatment of bacterial in-

fections. The price differential between
amoxicillin and ampicillin will undoubtedly

play a significant role in the utilization of this

new preparation.

The dose of amoxicillin is 250 to 500 mg
every eight hours in adults and 20-40 mg/kg/
day in divided doses every eight hours in

children. Children weighing 20 kg or more
should be dosed according to the adult recom-

mendations.

Physicians should be reminded that like

ampicillin, amoxicillin is not effective against

penicillin-resistant strains of staphylococcus

and therefore should not be used when staphy-

lococcus infection is suspected unless the or-

ganism has been demonstrated by in vitro

testing to be penicillin-susceptible.

W.J.H.

CHOCOLATE RABBITS, DIGOXIN,

AND THE FDA

A few months ago I wrote a prescription

for bacitracin ophthalmic ointment for a din-

ner guest, not usually my patient, who had a

unilateral conjunctivitis with some purulent

exudate. The next morning he called to tell

me that the prescription I had given him was
for a medicine which had been withdrawn
from the market. His pharmacist was unable

to tell him why it had been withdrawn but

presumed it was because it was in some way
dangerous. My friend was sure I would want
to know this so I wouldn’t make the same
mistake with someone else, less friendly.

Some eight phone calls later (including

three to the Central FDA office in Washing-
ton since none of the local pharmacists was
able to shed light on this mystery), I did find

out that the Upjohn Company, which manu-
factured Baciguent, had indeed withdrawn it

from the market, voluntarily, a few months
before. Baciguent was a combination of baci-

tracin ointment and a local anesthetic. Pre-

sumably, the company because of the present

requirements to prove to the FDA efficacy as

well as safety for combinations (an expensive,

time-consuming, and sometimes impossible

project) had chosen instead to cease the

manufacture of Baciguent. Plain bacitracin

ointment (which I think is actually what I

wrote for) is still available.

As a consequence of this somewhat annoy-

ing experience, I now receive each week a

publication with the impressive title: Food
and Drug Administration Weekly Report of

Seizures, Prosecutions, Field Corrections, and
Recalls. Recalls are divided into Class I

(emergency), Class II (priority), and Class

III (routine). In the first class, according to

a recent bulletin, were multiple brands of

frozen and canned foods which contained

French mushrooms which were probably “un-

derprocessed.” In the Class II category were

some vials of albumin which contained pyro-

gens, a brand of digoxin which failed to dis-

solve properly, and some chocolate rabbits

and eggs which were contaminated with sal-

monella. Class III included a vitamin found
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subpotent according to its own label and a

cough syrup, ditto.

This same issue also told just whose smoked
fish was prepared under unsanitary condi-

tions, resulting in a prosecution action, and

whose warehouse was rat-infested, same con-

sequences. I also know whose catsup was

seized becaue it had “decomposed substances”

(What could they have been? I don’t want to

know.), whose candy and gum had metal

fragments, and whose plastic measuring cups

were illegally colored with a dye not suitable

for food use.

I do think it is impolite, impolitic, and

wrong, even if it is not illegal, for a major drug

company to withdraw for any reason from the

market a well-known product which a physi-

cian may, to his embarrassment, still write

for. But as a consequence of my blunder, I

am now privy to this weekly list of malfeas-

ance and mistakes involving foods and drugs

and appliances.

You too may receive it, free of charge, upon
request to HEW, Public Health Service, FDA,
Rockville, Maryland, 20852.

B.Z.P.

%

THE DELAWARE DIABETES ASSOCIATION:

A Good Way to Spend $5

Diabetes mellitus is a common disease. So
common, in fact, that there are many times

in talking and writing about it that I would

prefer to use a word other than disease. In

its milder form in older persons its frequency

makes it seem less a true illness than another

tedious accompaniment of aging, for many,
like bifocals or thinning hair. Its clinical

relevance is truly protean; every medical dis-

cipline sees patients who have diabetes as a

primary or associated problem. This is true

for all specialists, from anesthesiology through

dermatology and orthopaedics to urology.

Among all the chronic diseases, there is no

other where the patient’s (and his family’s)

concept of diabetes, his knowledge of things

like acute management problems, complica-

tions, dietary ritual, etc., etc., are more im-

portant. It thus comes as an unpleasant sur-

prise to find that the membership of the Del-

aware Diabetes Association includes only 72

physicians out of a total membership of 325.

This is simply not enough.

The Delaware Diabetes Association exists

in large part to provide diabetics and their

relatives with medically valid, up-to-date in-

formation about how to live good despite dia-

betes. The Delaware Diabetes Association

deserves better professional support. Further-

more, the annual membership is so very rea-

sonable: Five deductible dollars (yes, $5.00)

per year. Mrs. Daphne White, executive sec-

retary, will be very pleased to receive your

membership check. The Association’s office

is in the Academy of Medicine.

Please join.

B.Z.P.

BETTER WRONG WITH CONVICTION

If there is an absolutely right way to bring up a child— which is doubtful—
it is better for a parent to be wrong with conviction than right with uncertainty.

An adolescent is more likely to be mentally healthy if parents comfortably do the

theoretically wrong thing than if they uncomfortably try to do what is thought

to be right. The proper way to be helpful to parents is to convey understanding

about adolescent growth and personality development; the appropriate behavior

then becomes the parents’ decision.

Derek Miller, M.D.
Adolescent Crisis

Annals of Internal Medicine 79:435, 1973
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Honorata M. Bengzon, M.D., a native of the Philippines and graduate of the Uni-

versity of Santo Tomas School of Medicine, Manila, is an Obstetrician-Gynecologist.

She served her internship at Christ Hospital, Jersey City, New Jersey, and her

residency at Church Home and Hospital, Baltimore. Her office is at 871 South

Governors Avenue in Dover, where she is associated with Winfried Mroz, M.D.

Dr. Bengzon, her husband, and their three children live in Dover. She enjoys

reading and sewing.

Gordon A. Bussard, M.D., a graduate of the University of Virginia School of Medi-

cine, is a Board-Eligible Ophthalmologist. He served his internship at the Wil-

mington Medical Center and his residency at the University of Virginia Hospital.

His office is in the Professional Building, Wilmington. Doctor Bussard, his wife,

and son live in Wilmington. His sports interests include tennis and squash.

Ronaldo L. Domingo, M.D., a native of the Philippines and graduate of the Uni-

versity of Santo Tomas School of Medicine, Manila, is a Board-Certified Obste-

trician-Gynecologist. He served his internship at Glens Falls Hospital, Glens Falls,

New York, and his residency at the Wilmington Medical Center. His office is at

3600 Silverside Road, Wilmington. He belongs to numerous medical societies, in-

cluding the American Association of Gynecological Laparoscopists, and the Ameri-

can Fertility Society. Doctor Domingo, his wife and their two daughters live in

Hockessin. He is interested in hunting as an outdoor activity.

Lanny Edelsohn, M.D., a graduate of Hahnemann Medical College, is a Neurologist.

He served his internship at Hahnemann Medical College and his residencies at

Peter Bent Brigham Hospital, Beth Israel Hospital, and Children’s Hospital Medical

Center, all in Boston, under the auspices of Harvard University. His office is in

the Professional Building, Wilmington. Doctor Edelsohn, his wife, and their two

sons live in Wilmington.

Camilo A. Gopez, M.D., a native of the Philippines and graduate of the University

of Santo Tomas School of Medicine, is a Neurosurgeon. He served his internship

and residency at Episcopal Hospital, Philadelphia. His office is at 2401 Pennsyl-

vania Avenue, Wilmington. Doctor Gopez, his wife, and their three children live

in Wilmington. His outdoor activities include fishing.

Mohammad Kamali, M.D., a native of Iran and graduate of Tehran Medical School,

is a Board-Certified Orthopedic Surgeon. He interned at Pittsfield Affiliated Hos-
pital, Pittsfield, Massachusetts, and served residencies at Buffalo General Hospital,

Buffalo, New York, and the University of Kentucky, Lexington. Doctor Kamali
previously practiced medicine in Tehran. He practices at 1095 South Bradford
Street, Dover. Doctor and Mrs. Kamali have two sons and live in Dover. Doctor
Kamali enjoys skiing and tennis.
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Parviz Mostafavee, M.D., a native of Iran and a graduate of Pahlavi University

Medical School, is an Internist who has a special interest in Gastroenterology. He
served his internship at Bridgeport Hospital, Bridgeport, Connecticut, and his

residencies at Germantown Hospital and Woman’s Medical College, Philadelphia.

His office is at 327 East Main Street, Newark. Doctor Mostafavee, his wife, and
their two children live in Newark.

Ananth P. Nabha, M.D., a native of India and a graduate of the Mysore Govern-
ment Medical College, India, is a Board-Certified General Surgeon. He served his

internship and residency at Ellis Hospital, Schenectady, New York. His office is

at 327 East Main Street, Newark. Doctor Nabha and his wife, who is also a
physician, live in Woodshade, Newark. His interests include playing tennis and
other sports and reading world history.

William F. Renzulli, M.D., a graduate of Jefferson Medical College, is an Internist.

He served his internship at Akron City Hospital, Akron, Ohio, and his residencies

at Akron City Hospital, Akron, Ohio, and the Wilmington Medical Center. His

office is in the Lombardy Medical Center, Wilmington. Doctor Renzulli serves as

Medical Examiner for Haveg Industries and Brandywine College. He is Medical

Director for the Atlas Powder Company. Doctor Renzulli, his wife, and their

three daughters live in Wilmington.

Antonio Sacre, M.D., a native of Havana, Cuba, is a graduate of the University

of Santiago. A Psychiatrist, he served his residency at Delaware State Hospital.

His office is at 905 South Governors Avenue, Dover.

Nina L. Steg, M.D., a native of Vienna, Austria, is a graduate of the Washington

University School of Medicine. A Board-Certified Pediatrician, she served her

internship at Harbor General Hospital, Los Angeles, California, and her residency

at Boston City Hospital, Boston, Massachusetts. She works at the A. I. duPont

Institute, Wilmington. She and her husband Joseph, who is also a physician, live

in Wayne, Pennsylvania. They have three children. Her outdoor activities include

waterskiing.

Robert J. Scacheri, M.D., a graduate of the New Jersey College of Medicine, is a

Board-Certified Obstetrician-Gynecologist. He served his internship and residency

at St. Vincent’s Hospital, New York City. His office is at 1001 South Bradford

Street, Dover. Doctor Scacheri, his wife, and their three sons live in Dover. He
enjoys hunting and fishing.
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THE DEVELOPING HUMAN: CLINICALLY ORIENTED

EMBRYOLOGY by Keith L. Moore, M.D., F.I.A.C.,

W. B. Saunders Co., Philadelphia, 1973. 374 pp.

352 illustrations. Price $11.00.

In the closing paragraph of his preface the

author states, “While writing this book, an

attempt was made to keep in mind what the

naturalist John Ray said in the Seventeenth

Century: ‘He that usith many words for the

explaining of any subject, doth like the cut-

tle-fish hide himself ... in his own ink.’
”

Therefore this review shall also be brief.

This is an exciting textbook which at times

reads almost like a novel since the author

makes this complicated subject so easy to

follow and understand. The many illustra-

tions by Glen Reid contribute a great deal

in achieving this.

There are twenty chapters. Roughly the

first half of the book deals with stages of de-

velopment in general; the last half, with each

system separately. After a detailed discussion

of the normal developmental process, the latter

chapters have a section on the more common,

and to a lesser extent the uncommon, con-

genital malformations of the particular sys-

tem. Each chapter ends with a brief and

concise summary. Throughout the book

there are references for more detailed inform-

ation.

This is an excellent embryology textbook

for the medical student. It is also a valuable

reference for anyone interested in pediatrics

and pediatric surgery.

Gershon Klein, M.D.

MS % «

INTERVIEWING AND PATIENT CARE by Allen J.

Enelow, M.D. and Scott N. Swisher, M.D., Oxford

University Press, New York, 1972. 229 pp. Price

$3.95 paper, $8.50 cloth.

This book does not present medical history-

taking in the traditional manner. Indeed

it is concerned more with how to talk to a

patient than with what information to obtain.

In this respect it is a welcome relief from most
standard textbooks dealing with this subject.

It is co-authored by a psychiatrist and an
internist, both chairmen of their respective

departments, and is based on their extensive

teaching experience at the University of

Southern California and Michigan State Uni-

versity. Other contributors include an im-

pressive list of clinicians, sociologists, and
child psychologists.

Throughout, the theme is interaction—
the interaction of doctor and patient in the

setting of the clinical interview. Specific chap-

ters deal with the interviewing of children

and of families, the emotional response to ill-

ness, and the social context of the doctor-

patient relationship. Others discuss the prob-

lem-oriented system of medical records, and
automated data-gathering devices.

The authors touch only briefly on the prob-

lem of the dying patient. This omission is

probably justified by the voluminous recent

literature dealing with that topic. Another
shortcoming, not so easily dismissed, is the

failure of the authors to develop adequately

the concept of the “therapeutic role” of the

interview itself, a failure that may leave some
readers with the disturbing feeling that the

last chapter of the book is missing. Despite

this, the authors have produced a quite read-

able book which is probably worthy of the

attention of all those involved with primary

patient-care.

Anthony J. Costa, M.D.

£ &

THE NORMAL AND ABNORMAL THYROID by Her-

bert A. Selenkow, M.D., Medcom, New York, 1973.

85 pp. Price $9.95 soft cover.

This clearly written and illustrated book

quite plainly titled “The Normal and Abnor-

mal Thyroid” is so good that it is almost a

tour de force. How can any paperback of 85

pages, including index, be comprehensive? It
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seems so to me. It very clearly explains some

of the more vexing dilemmas of modern medi-

cine: the plethora of tests of thyroid function

and their rationale, the choices of therapeutic

management for the hypothyroid and the

hyperthyroid patient. At the end of each

chapter there are selected references and a

pertinent quiz. Why the publishers thought

it necessary to print the answers upside down
I’m not sure, but that’s just about my only

criticism of this nice book.

Dr. Selenkow was recently in Delaware as

a speaker at the 184th annual meeting of the

Medical Society of Delaware. He writes as

well as he speaks and vice versa.

IMPLEMENTING THE PROBLEM-ORIENTED MEDI-

CAL RECORD, edited by J. S. Wakefield and S. R.

Yarnell, Major contributor Lawrence L. Weed.

Medical Computer Services, Seattle. 92 pp. Price

$6 .00 .

Since more than ten of the 92 pages serve

merely to list the names and addresses of those

attending a conference of the same title as

the book held in Seattle in June of ’72, and

several more pages serve to list other material

available on the same and similar subjects

from the same outfit, one might question the

price. However, inasmuch as Lawrence

Weed’s name has become one of the best

known in American medicine and the devo-

tion and attention to the Problem Oriented

Medical Record (POMR), a term and system

he devised less than ten years ago, are in-

creasing daily, any new published Weedism
will intrigue a wide audience. There are some

Weed proponents, many of them in high places

in medicine, who are of such enthusiasm that

they might be called disciples, for in a way
the Weed system is a new “religion” for Ameri-

can medicine. Many, many others, either less

passionate by nature or more temperate in

their enthusiasm for this particular concept

—

and I number myself in this group—are also

proselytizers for the POMR. This booklet

has the advantage over much other material

which I have read on the POMR of being

straight, strong, unadulterated Weed. His

enthusiasm and iconoclasm are in these pages

because they were prepared directly from tapes

of his presentations; the ardor he brings to

his spoken criticisms of pre-Weed medical

record systems does not quite appear in the

more formal papers or books he writes. This

is Weed in all his vigor for his fans to read,

for the uninitiated to get some answers to the

common questions, “Who is Larry Weed?
And why is he saying all those nasty things

about our medical records?”

This work serves as a complement to the

other publications on the POMR; its biblio-

graphy on the POMR is a good one for those

who are POMR beginners. It is illustrated

(why I do not know, except it is from a

Seattle symposium) with striking black and

white drawings of what I assume are West

Coast Indian motifs.

ADVENTURES IN MEDICAL WRITING edited by

Robert H. Moser, M.D. and Erwin DiCyan, Ph.D.,

Charles C. Thomas, Publisher, Springfield, Illinois,

1970. 67 pp. Price $6.00.

Dr. Robert Moser, co-editor of this little

book is a hero of mine; I have long wished to

write as well and as thoughtfully as he does.

In the preface to this collection of six essays

(including one by each of the editors), Moser

harshly but, alas, probably in truth, says,

“physician-writers will launch a paper with

blithe disregard for the fact that it would fail

as a sixth-grade compostion.”

Moser discusses the mechanics of writing a

paper; William Crosby writes of editors and

referees, Erwin DiCyan tells of such authors’

diseases as thesauropifflosis, double-entendry,

crytographia, and hermaphrographia (don’t

go looking those up; they’re all his neologisms,

witty when you read the text). Charles Aring

talks of the fine line between good and bad

editing and suggests that Andrew Marvell’s

“At my back I always hear Time’s winged

chariot hurrying near” might well have been

edited to “I am aware that time is passing,” or

Shelley’s “Hail to thee, blithe spirit,” have

been changed to, “Hello, bird.” Walter Al-

varez and William Bean round out with “The
Art of Writing Papers” and “Ruminations on

the Physician as a Writer.” A good book to

read if you care about medical writing, or to

give to someone else who does.
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SYNOPSIS OF GROSS ANATOMY, 2nd edition, by

John B. Christensen, Ph.D. and Ira Rockwood Tel-

ford, Ph.D., Harper & Row, New York, 1972. 304

pp. Price $10.95.

Unless one has or has had a working knowl-

edge of anatomy, this book might be hard to

follow. For one who has once known, for

example, the muscles of the shoulder but for-

gotten them this would make a convenient

review source. The line drawings are clear,

but lack the artistry of my old Gray’s

Anatomy, which, as I referred to it while

writing this, still carries a pungent residue of

the formalin smell of the dissecting room.

This synopsis is not suitable for looking up

bones: humerus and femur are not even in the

index. And how can any synopsis of gross

anatomy not repeat the On-Old-Olympus, etc.

rhyme for those in need of memorizing which

cranial nerve is which? I did learn that the

skeletal system includes approximately 206

bones— the kind of knowledge good to have

when one goes lecturing in elementary schools.

Expensive at $10.95.

SYSTEMATIC ENDOCRINOLOGY, edited by Calvin

Ezrin, M.D., John O. Godden, M.D., Richard Volpe,

M.D. and Richard Wilson, M.D., Harper & Row,

New York, 1973. 509 pp. with i 1 1 us. Price $22.50.

This book includes the content of the sylla-

bus in endocrinology developed at the Uni-

versity of Toronto in the five years prior to

publication. Perhaps because it was written

by physicians who teach medical students, it

is particularly clear. The editor stated that

he insisted, as many too few editors of multi-

ply authored texts do, that each author cor-

relate his chapter with any other’s with whom
his topic overlapped. In addition to the ex-

pected material, there is good discussion of

those problems which are often thought to be

endocrinologic abnormalities but are really

not: the lipoprotein disorders, for example,

and obesity. A brief but useful appendix of

addenda to the text has been added in an at-

tempt to keep the text from being outdated

before publication; the drugs listed include

some which will be unfamiliar and unavailable

to American physicians since this is a

Canadian book, but this does not detract from
its usefulness.

"‘A good book, though it be not necessarily

a hard one, contains important facts, duly ar-

ranged and reasoned upon with care,” said an
Englishman about two centuries ago who is

quoted in the preface. His Canadian cousins

have followed his advice.

CLINICAL GYNECOLOGIC ENDOCRINOLOGY AND
INFERTILITY by Leon Speroff, M.D., Robert H. Glass,

M.D. and Nathan G. Kase, M.D., Williams and

Wilkins, Baltimore, Md. 1973. 266 pp. Price

$16.50.

This is a very mod book in format: the end
papers are bright red, leading one to wonder
if the color choice has gynecologic symbolism,

but I suppose that is too obvious. The format

is one of wide margin and multiple flowsheet-

type diagrams. Many of the illustrations are

of the three-color, line-drawing type more
common in Scientific American than in texts,

but done very well. I think there is no better

review than to quote from the author’s pref-

ace:

“With very few exceptions physicians feel

uncomfortable when confronted with endo-

crine problems. This uneasiness reflects both

deficiencies in knowledge and lack of a sys-

tematic approach to these clinical situations.

Some physicians attempt to overcome this

difficulty by mastering a ritualistic series of

steps to follow for each presenting symptom.

The rigidity of such an empiric approach

leaves the physician ill-prepared to deal with

the specific needs of the individual patient.

One result is the overuse of laboratory tests

such as 17-ketosteroid determinations and
skull x-rays, with no real benefit to the pa-

tient.

“This book is directed to relieving these

shortcomings by providing both factual knowl-

edge and systemic approaches to clinical prob-

lems.

“Our objectives in offering this text are

twofold: first, we hope to transmit our con-

viction that the field of reproductive endo-
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crinology has matured beyond a mystifying

catalogue of clinical and research observa-

tions on the performance of an organ system.

It has become a clinical science which, despite

its complexity, possesses a logical orderliness

based on physiology. Second, we have tried

to avoid the pitfall of being encyclopedic, a

style which burdens rather than informs. The
book is not intended to be a reference work,

but rather a formulation of clinical diagnosis

and management founded on physiologic prin-

ciples.”

They seem to have accomplished what they

set out to do. There is, however, one omission

which surprises me: nowhere could I find a

discussion of vaginal cytology as an aid to

evaluation of estrogen secretion. A discus-

sion of the “cornification index” should have

been included in a text of clinical gynecology

endocrinology.

PRACTICAL ELECTROCARDIOGRAPHY, 5th edition,

by Henry J. L. Marriott, M.D., Williams and Wil-

kins, Baltimore, 1972. 325 pp, illustrated. Price

$10.50.

On the frontispiece Dr. Marriott gives in-

sight into his own theory of teaching electro-

cardiography with a quote from W. S. Gilbert:

“For he who’d make his fellow-creatures wise

should always gild the philosphic pill.” Mar-

riott has written a readable book on a subject

which can be made maddeningly complex by

minutiae. The text is lucid and he has a gift

for nifty summaries (Example: Principles for

diagnosis of arrhythmias. 1. Milk the QRS.
2. Cherchez le P. 3. Who’s married to whom?)
and each chapter is followed by one or more

test tracings.

The chapter on coronary insufficiency in-

cludes, in upper case letters, his reiteration

that it is important to spread the gospel that

“an ‘abnormal’ tracing does not necessar-

ily MEAN AN ABNORMAL HEART.” The ECG
can be a dangerous machine, and everyone

who owns one or orders the use of one by
others should read, perhaps a couple of times,

this chapter on coronary insufficiency as diag-

nosed or suggested by ECG. Marriott, judg-

ing by his own references, seems to have coined

the term “electrocardiographogenic disease.”

The way to avoid it is, obviously, to know how
to read ECG tracings well. This book is use-

ful for that purpose.

If there is any acquaintance of Marriott’s

who happens to read these words and who
understands his dedication, I’d be very happy
to be clued in. It reads, “To Gladys—who
came back!”

Wife, daughter, dog, or ECG technician?

A MANUAL OF DEATH EDUCATION AND SIMPLE

BURIAL by Ernest Morgan, Celo Press, Burnsville,

N.C., 6th edition, 1973. 64 pp. Price $1.00 paper-

back.

This is the sixth edition in ten years of this

little book, whose slim price is in absolute ac-

cord with its philosophy.

The author is a “humanist counsellor,” with

the Arthur Morgan School for children be-

tween the ages of 12 and 15. This book is

written in support of the thesis, increasingly

talked about in medical circles, that “Until

one accepts the reality of death and thinks

through the implications he has not really

accepted life. Death education is essential

preparation for living.”

The Memorial Society of Wilmington, 19

Fithian Drive, New Castle, Delaware, is

among the national list of the member so-

cieties of the “Memorial Society Association

of Canada and the Continental Association.”

A list of medical schools accepting body be-

queathal is also included.

Bernadine Z. Paulshock, M.D.

m u? v

OLD AGE: THE LAST SEGREGATION by Claire

Townsend, Bantam Books, New York, 1971. 229

pp. Price $1.95 paperback.

One of the task forces of Ralph “Nader’s

Raiders”— mainly recent graduates of Miss

Porter’s School in Farmington, Connecticut—
spent the summer of 1970 in a subjective

study of nursing homes for the aged. Legisla-

tive and statistical reviews were plugged in by
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the Nader organization. In July 1971, Gross-

man Publishers of New York brought forth a

hard-cover edition of this book, which was
promptly favored with selection as a Psy-

chology Today Book Club Selection and re-

issued in paperback by Bantam. The jacket

of the present edition carries profile photo-

graphs of a fragile-looking, elderly couple and

the legend, “A Call for an Old People’s Liber-

ation Movement. Graphic, Documented Reve-

lations of What Is Happening to Americans

Over 65. Including ‘Questions to Ask When
Visiting a Nursing Home.’ ”

Mr. Nader’s staff makes clear what was a

scandal in 1970-71 and has since closed many
of the available nursing homes for the aged,

ie, the ineffectuality of the Medicare legisla-

tion in 1965, and the avarice and cynicism of

many nursing home proprietors. Case after

case is detailed of neglect, mistreatment, and

exploitation of the handicapped elderly. The
section on “Recommendations and Conclus-

ions” riffles through many categories of re-

forms and winds up with a pitch for National

Health Insurance.

All that seems demonstrated by this book

is that warehousing of the elderly is not the

answer to the problem of aging in our society

and also possibly, that sales of a sensational

expose’ can help finance the continuance of

the Center for Study of Responsive Law.

HOW TO INTERPRET YOUR OWN DREAMS by

Thomas Chetwynd, Peter H. Wyden, Inc., New
York, 1972. 239 pp. Price $6.95.

This book is described on the jacket as the

product of “a full decade of research” by a

32-year-old British author into his own dreams

and some of the psychoanalytic literature.

The result is an alphabetically arranged list

of what the author evidently feels to be more
or less universal symbols, with suggested brief

interpretations which really seem to reveal

more of the author’s own particular emotional

mechanisms than any key to general under-

standing of dreams.

The trouble with this sort of approach is

that the symbolic content of the dream is so

constructed as to conceal from the waking

consciousness of the dreamer some of the

“real” meaning of the emotions being dealt

with. In many kinds of psychotherapy, dream

interpretation is most useful, but it requires

the joint effort of patient and therapist to

piece together the significance of the symbols,

the action, the setting, and the relationship to

waking activity. Trying this on one’s own
is hazardous; even Freud, as a great pioneer

in psychoanalytic dream interpretation, pro-

duced some reports of his own dreams which

subsequent analysts would tend to interpret

somewhat differently from Freud himself.

This is not a “dangerous” book. It won’t

make anybody sick. But it might prove frus-

trating and disappointing to an unsophisti-

cated reader looking for answers to his own
emotional problems.

THE CRISIS TEAM: A HANDBOOK FOR THE MEN-

TAL HEALTH PROFESSIONAL by Julian Lieb, Ian I.

Lipsitch and Andrew E. Slaby, Harper & Row,

Hagerstown, Md., 1973. 186 pp. Price $6.95

paperback.

Any physician with patients to refer to a

mental health facility would be delighted to

use an institution such as the “Crisis Inter-

vention Unit” described in this book. The
presentation is undoubtedly optimistic and

idealized (for instance, all the case reports

end with successful results), but the emphasis

is commendably on the actual needs of pa-

tients, rather than on the stately formalism

which still characterizes many of psychiatry’s

institutions. The authors are all Yale faculty

who are stimulated by the “challenging ques-

tions and innovative ideas” of the Crisis Unit

Staff at the Connecticut Mental Health Cen-

ter to write a handbook which turns out to be

something of a textbook of contemporary psy-

chiatric practice. Two modern fundamentals

are stressed: The focus on the immediate

problems of the patient, and the participation

of paraprofessionals in the diagnostic and

treatment team. This is particularly appropri-

ate, as a large proportion of referrals to mental

health facilities occur because of some “crisis”

in the patient’s life, and many of the people
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involved in both ends of the referral are quite

likely not to be trained psychiatrists.

Details of the size and staffing of the Con-

necticut Unit are not given, but it would

seem to be a multidisciplinary team operating

an acute inpatient psychiatric service in an

enviable physical situation with considerable

availability of laboratory services, community
resources, and specialized consultation— in

short, the very model of a modern psychiatric

hospital. The authors attempt to prescribe,

for this specific setting, a concise guide for

such procedures as intake, psychosocial his-

tory, mental status evaluation, handling of

suicide and homicide risks, drug treatment,

discharge, and referral to other agencies. Some
examples of record forms are given in the ap-

pendix, and there is an excellent and selective

bibliography.

One possible criticism is that the therapeu-

tic approach described is still based on con-

ventional and rather static psychiatric theory

and diagnosis. Little or no mention is given

to such important developments as the thera-

peutic community and the problem-oriented

approach to record keeping. The book,

though, is a most worthwhile endeavor and

should point the way to really practical guide-

books for mental health teams.

THE PSYCHOSES: Family Studies by S. C. Reed, C.

Hartley, V. E. Anderson, V. P. Phillips and N. A.

Johnson, W. B. Saunders, Philadelphia, 1973. 578

pp. 230 illus. Price $19.00.

It is rarely in these— or any— times that

one encounters an authentic classic. Tradi-

tionally, classic works are disregarded or de-

rogated when first published. Their truth and

simplicity ill fit the sophistication of their

ages. They do not persuade, but with fortune

they persist.

In 1911, an obscure genetic study— origin-

ally directed toward mental retardation—
began at Cold Springs Harbor, New York, un-

der the direction of Dr. C. B. Davenport.

From 1959 to 1967, the late Dr. Carl Hartley

carried on its studies at Warren State Hos-

pital, Pennsylvania. Using meticulously

gathered clinical data and family histories,

his workers obtained a mass of information

about five generations of the families of ninety-

nine cases of mental illness. The present

authors, aided by Mrs. A. D. Finlayson, who
had been a caseworker on the project as early

as 1913, have constructed a carefully worded
methodological and statistical analysis of the

data. They state their conclusions modestly:

psychotic persons are more likely to have psy-

chotic mothers than psychotic fathers; psy-

chotic people from psychotic families tend to

drift lower in social class; “genetic factors are

necessary for the onset of a psychosis, but, in

most persons, are not sufficient to initiate the

reaction.”

The authors, perhaps unconsciously, took

the model of “an elegant 172-page book by
Ernest Ruden” in 1916, which they much ad-

mired, and produced exactly 172 pages of text

and bibliography. The remaining 406 pages of

charmingly archaic notes contain the body of

data in an Appendix offered “for the use of

other investigators in order to test hypotheses

that had not occurred to us.” There are

well-drawn genealogic diagrams and ample

annotations. The whole production reminds

one of a beautifully prepared pathologic speci-

men awaiting analysis by techniques as yet

undiscovered.

CURRENT PSYCHIATRIC THERAPIES by Jules H.

Masserman, M.D., Vol. 13, Grune and Stratton,

New York, 1973. 238 pp. Price $15.75.

Another reviewer, in describing Volume 11

of this series, (Branch, C. H. H. — American

Journal of Psychiatry 130:336 March 1973)

summarized with the comment, “If there were

no other value in the volume than the ad-

monition that the therapist seek therapeutic

possibilities outside the standard modalities,

it would still be very worthwhile.” The pres-

ent reviewer, who has not previously been

following this series, is impressed by Dr. Mas-
serman’s policy of presenting “introductory

reviews that challenge the theoretic presump-
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tions and stereotyped therapies of the past

and broaden the scope of psychiatry in ac-

cord with historical, sociologic, transcultural

and futuristic perspectives.” An ambitious

mouthful— and thirty-five contributors have

set about the broadening with quite a variety

of perspectives.

The past President of The American Psy-

chiatric Association, Dr. Perry Talkington,

starts out commending the federal investment

in the community mental health centers (ob-

viously, this was written before the new Nixon

mandate in early 1973 pretty much cut off

the programs). Dr. Jerome Frank describes

psychotherapies as ways of helping “demor-

alized” patients by a wide variety of perhaps

unessential techniques. Jay Haley gives a

satire of conventional therapeutic attitudes

in “The Art of Being a Failure as a Ther-

apist.” The reviewer was “turned off” by the

article by Dr. Hans Strupp on “Perspectives in

Psychotherapy,” on the probably too crabbed

principle that any article entitled “Perspec-

tives in” anything is unlikely to be specific

enough to be informative.

The volume goes on, alternating between

highly specific interests (“Modifying Boy-

hood Femininity,” “Clinical Management of

Flying Phobia in Aviators,” and ‘A New Ben-

zodiazepine Anticonvulsant in Intractable

Seizures”) and rather more general consider-

ations (“Therapy of the Dying,” “Behavorial

Interventions with Families,” and “Tech-

niques of Psychiatric Triage”). An article on

“The Mechanotherapy of Sexual Disorders”

is a tribute to man’s phallic ingenuity, but

does not seem particularly psychiatric. Over-

looking one more “Perspectives in” article,

one comes to the final piece on “Morita Psy-

chotherapy in Japan.” This is truly a trans-

cultural contribution, and bears out Dr.

Frank’s emphasis on the therapeutic relation-

ship as more important than the intellectual

content of a psychotherapy.

All in all, a potpourri of highly diverse psy-

chiatric approaches. It doesn’t hang together,

but maybe it’s not supposed to.

Robert W. Buckley, M.D.

A LABORATORY GUIDE TO CLINICAL DIAGNOSIS
by R. D. Eastman, M.D., 3rd edition, Williams and

Wilkins, Baltimore, exclusive U.S. agents, 1973.

280 pp. Price $9.50 paperback.

A laboratory guide to diagnosis should

achieve two objects. Firstly, it should aid in

the selection of those tests which best confirm

or refute a tentative diagnosis. Secondly, it

should aid in the interpretation of the test

results so obtained. This pocket-sized book
attempts to fulfill the first criterion, but has

little to offer on the second, a possibly more
important function in the era of “biochemi-

cal profiling.”

Accepting the limitations imposed by size,

this guide functions reasonably well in out-

lining tests which should be requested in vari-

ous disease entities. Often it is well up-to-

date in the investigations suggested, but out-

moded tests still linger on. For example, it

recommends the measurement of ACTH for

the diagnosis of primary adrenocortical in-

sufficiency, yet in the same paragraph results

for the water load test are also given. This

is a test which should have been abandoned

many years ago, as difficult to interpret and

dangerous to perform.

The preface claims that the relative merits

of laboratory tests are given; the reviewer

can find little evidence of this. For example,

the diagnosis of pheochromocytoma during

an acute attack is made by finding increased

plasma catecholamines, although urinary cate-

cholamines may be more convenient, increased

BMR, neutrophilia, and hyperglycemia. The
last three tests are either outmoded or non-

specific, while the first test can be reliably

performed in only a few centers in the country.

A more readily available and better test is

the measurement of urinary metanephrine

excretion, which the author does mention

later on.

Tests of progress in the treatment of disease

and tests providing useful negative results

are found in a number of sections, and these

are helpful features. No list of normal values

is provided, and this is probably correct in

view of the considerable interlaboratory vari-

ation which exists. However, in many areas
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the normal values are inferred by the state-

ment that a quoted figure is abnormal.

As a handbook which briefly discusses the

tests to order to confirm a diagnosis, this

guide is of value, but do not expect any help

in interpreting those SMA 12/60 results.

P. John Pegg, M.D.

55 as *

OSTEOMALACIA, RENAL OSTEODYSTROPHY AND
OSTEOPOROSIS by Brian Morgan, M.D., Charles

C. Thomas, Publisher, Springfield, Mo., 1973. 423

pp. Price $19.75.

This monograph represents a comprehen-

sive review of the literature with more than

a thousand references on the common meta-

bolic disorders of bone, namely, osteomalacia,

osteoporosis, and renal osteogystrophy.

In the first section the author discusses

bone, calcium, and phosphate metabolism in

healthy individuals, supplying the reader with

basic concepts necessary for the understand-

ing of metabolic bone diseases. An up-to-date

review (1972) of the metabolism of Vitamin

D and its relationship with parathyroid hor-

mone is included.

In the following sections the author gives

a quantitative and qualitative description of

the biochemical and clinical changes associ-

ated with each of the three disorders in dis-

cussion.

In the section on osteomalacia, this re-

viewer finds that the author is somewhat repe-

titious in describing symptoms and chemical

changes for each of the possible etiologies of

osteomalacia.

Since this is not primarily a clinical book,

the discussion on the therapeutic approach to

these disorders is not extensive and there are

some omissions. For example, the combined
therapy for osteoporosis as reported from the

Mayo Clinic by Jowsey is not included.

In general, I find this book of value and
recommend it to all those interested in renal

osteodystrophy and the common disorders of

bone, osteomalacia and osteoporosis.

Sergio J. Cervi-Skinner, M.D.

CONTACT DERMATITIS by Alexander A. Fisher,

M.D., 2nd edition, Lea and Febiger, Philadelphia,

1973. 448 pp. Price $19.50.

The field of contact dermatitis becomes

more complex as years go by. This is a na-

tural outgrowth of the development, distri-

bution, and usage of new materials by the

populace at large. The second edition of Dr.

Alexander Fisher’s text, Contact Dermatitis,

is a welcome aid to the practicing physician

in his efforts to identify the many actual and

potential sensitizers among these products

and their effects on the individual.

The second edition of Contact Dermatitis

not only maintains the straightforward style

of its predecessor with the scattering of bold

italicized section summaries, but is consider-

ably enlarged to include much that is new
and worthwhile in this ever expanding field.

The work of the North American Contact

Dermatitis group is presented in a completely

new chapter, “The Use of Patch Test Series.”

This chapter includes suggestions for a stand-

ard screening series of the most clinically sig-

nificant contact allergens as well as informa-

tion as to where these materials may be ob-

tained. Varying types of patches are dis-

cussed including the new A. L. test patch

recommended by the International Contact

Dermatitis Research Group.

The important area of shoe contact derma-

titis has been expanded to chapter length.

Dr. Fisher not only discusses the role of the

various contact allergens in “shoe dermatitis”

but also presents the very important informa-

tion of where to obtain foot gear which is free

of the particular offending chemical.

Other new chapters in this second edition

are those on industrial dermatitis and aquatic

contact dermatitis due to such varied and
exotic organisms as Portuguese man-of-war,

fire coral, and bristle worm eruption. Dr.

Fisher’s exposition deals not only with exo-

tica but also such varied and contemporary

problems as adverse cutaneous reactions to

vaginal deodorant sprays and riot control ma-
terials such as Mace and CN. The appendix,

a compendium of information on contactants,

their proper patch test concentrations, sources
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of exposure, and potential cross reactions, has

been enlarged to 800 entries, and this section

alone is worth the price of the book.

There are some minor deficiencies noted on

review and some questions as to the advis-

ability of including atypical mycobacterial,

skin infections and herpetic Whitlow in a vol-

ume on contact dermatitis. The references,

though pertinent and plentiful, are rather out-

of-date. However, these detractions are more

than outweighed by Dr. Fisher’s informative

little volume and his emphasis on the prac-

tical in a field which requires this approach.

Contact Dermatitis is required reading for

the allergist and dermatologist and should be

on the shelf of the generalist and industrial

physician as well.

Donald Schetman, M.D.
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What’s chiyour
patient’s face...
maybemoreimportant than
his chiefcomplaint

Patient ET.* seen on

3/29/67 shows typical

lesions of moderately

severe keratoses. Note
residual scarring on
ridge of nose from pre-

vious cryosurgical and
electrosurgical

procedures.

Patient ET.* seen on
6/ 12/67, seven weeks
after discontinuation

of 5% FU cream. Re-
action has subsided.

Residual scarring not

seen except that due
to prior surgery. In-

flammation has cleared

and face is clear of

keratotic lesions.

*Data on file,

Hoffmann-La Roche
Inc., Nutley, N .J



Speakers on Speakers for June, 1974 on the Tuesday radio program (11:05 a.m.,

“Ask the Doctor” WDEL) produced by the Medical Society of Delaware are: June 4, Sey-

mour Goldstein, M.D., The Importance of the Male in the Well-Being of

the ob-gyn Patient; June 11, Adam Van Savage, M.D., The Psychiatric

Day Hospital; June 18, Albert Dworkin, M.D., Natural Childbirth, Good
or Bad?; June 25, Pierre L. LeRoy, M.D.

,

Spina Bifida.

In the News At the Annual Meeting of the Woman’s Auxiliary to the Medical Society

of Delaware, David A. Levitsky, M.D. presented to Judith G. Tobin,

M.D. a check for $2,488.13, from the American Medical Association Edu-

cation and Research Foundation to the Delaware Institute for Medical

Education and Research (dimer). This amount represents gifts made
during the year by Delaware physicians and their families and fund-

raising efforts on the part of the Auxiliary.

Henri F. Wendel, M.D. has been named Chairman of the American Medi-

cal Association’s Council on Environmental, Occupational, and Public

Health.

Newly appointed members of the Board of Trustees of Blue Cross-Blue

Shield of Delaware, Inc. are Herbert M. Baganz, M.D., Leslie M. Dobson,

M.D., and Mrs. Frances West (Director of the Department of Consumer
Affairs, State of Delaware). Trustees whose terms have expired are David

Platt, M.D., C. E. Graybeal, M.D. and Rodney Layton, Esq.

Alfred R. Shands, Jr., M.D. was honored by Wesley College recently, by
the presentation of the Wesley Award for outstanding service to humanity.

This is the first time since 1968 that the award has been given.

Winfried Mroz, M.D. recently performed on the stage at Central Middle

School in Dover in the play, “Fiddler on the Roof.”

Elizabeth M. Craven, M.D. was honored recently by her alma mater,

Douglass College in New Brunswick, New Jersey. She was one of five

women selected for the Douglass Society during Founder’s Day cere-

monies at the women’s college of Rutgers University.

Urine for Martin Gibbs, M.D., Chairman, Medico-Legal Affairs Committee, Medical

Bilirubin Society of Delaware, has brought the following to the Society’s attention:

A case with medical-legal consequences has recently arisen in Delaware

because of the uncertainty of the results of testing urine for bile (bili-

rubin). Apparently, a dark urine analyzed for bile will show none if the

specimen is not processed promptly. The bile is destroyed and can not

be found in the specimen.

Although all laboratory tests probably have some built-in traps for the

unwary, this particular test has already caused some difficulty in our

community, and simple steps should be taken to prevent future difficul-

ties.
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First, an effort should be made to alert the physicians on our staffs and
in our Societies to this potential “false negative,” which does not seem
to be generally known.

Second, urine-collecting procedures should be appropriate so that only

specimens collected properly and tested within an appropriate delay are

reported with respect to bilirubin—in other words, in the same way that

certain collecting procedures and specimen types are disqualified for pro-

cessing (sputum for fungus, etc). If the collection procedure or specimen

type is inappropriate, urines should not be tested for bile and should not

be reported as “negative” unless collected and tested within allowable

criteria of delay, temperature, or other specifications to be determined by

the pathologists.

Lastly, a notation other than “positive” or “negative” should be used to

indicate that a specimen was inappropriate for testing for bilirubin.

Rape Crisis

Center

The Rape Crisis Center of Wilmington is an incorporated non-profit

agency that provides after-care for rape victims. The services include:

meeting rape victims at the Wilmington General Division to explain pro-

cedures and give emotional support; counseling of rape victims and their

families by volunteers and professionals when indicated; educating the

public of the mounting problems of rape in our community; recruiting

volunteers; compiling research; and accompanying rape victims to the

trial of their attackers. The most important function of the Rape Crisis

Center is its telephone hotline which is open twenty-four hours a day,

658-5011.

Sound Sex and
the Aging Heart

A new book discussing sex in the mid- and later years with special refer-

ence to cardiac disturbances, Sound Sex and the Aging Heart, has been

written by Lee Dreisinger Scheingold, M.A. and Nathaniel Wagner,

Ph.D. The book presents an intelligent and nonmoralistic approach to the

subject, and is one of the very few sources of information on the relation

of sex to cardiac function. The American Heart Association has sug-

gested its usefulness to physicians in answering questions. The book is

available through the Human Sciences Press, 72 Fifth Avenue, New York,

New York, 10011 and costs $7.95.

Family Practice

Meeting

CLINICAL NOTICES AND MEETINGS

The Postgraduate Medical Association of North America is holding the 59th An-

nual International Scientific Assembly of the Interstate Postgraduate Medical Asso-

ciation, November 3-7, 1974 at the Diplomat Hotel and Resort, Hollywood, Florida.

The program has been planned cooperatively with the Florida Academy of Family

Physicians and the University of Miami School of Medicine and carries twenty-

six hours of prescribed credit for A.A.F.P. members who attend. For information

write to Alton Ochsner, M.D., Program Chairman, Interstate Postgraduate Medical

Association, P.O. Box 1109, Madison, Wisconsin, 53701.

Heart Assembly The American Heart Association’s 47th Scientific Sessions will be held November
18-21, 1974 at the Dallas Convention Center. All areas of cardiovascular disease

will be covered including stroke, renal, cardiopulmonary, thrombosis, and epidemi-

ology. For information write or call the Delaware Heart Association, Independ-

ence Mall, Wilmington, 19803 (654-5269).
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According to her major

symptoms, she is a psychoneu-

rotic patient with severe

anxiety. But according to the

description she gives of her

feelings, part of the problem
may sound like depression.

This is because her problem,

although primarily one of ex-

cessive anxiety, is often accom-
panied by depressive symptom-
atology. Valium (diazepam)

can provide relief for both—as
the excessive anxiety is re-

lieved, the depressive symp-
toms associated with it are also

often relieved.

There are other advan-

tages in using Valium for the

management of psychoneu-
rotic anxiety with secondary

depressive symptoms: the

psychotherapeutic effect of

Valium is pronounced and
rapid. This means that im-

provement is usually apparent
in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

For further information

on this subject, the following

references are provided:
1. Henry BW, el al: Dis Nerv

Syst 50:675-679, Oct 1969.

2. Hollister LE, et al: Arch Gen
Psychiatry 24:213-27$, Mar 1971.

3. Claghorn J : Psychosomatics
11:43 8-441, Sept-Oct 1970.

valium
2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

surveillance because of their predisposi-
tion to habituation and dependence. In

pregnancy, lactation or women of child-

bearing age, weigh potential benefit

against possible hazard.

Precautions: If combined with other psy-
chotropics or anticonvulsants, consider
carefully pharmacology of agents em-
ployed; drugs such as phenothiazines,
narcotics, barbiturates, MAO inhibitors
and other antidepressants may potentiate
its action. Usual precautions indicated in

patients severely depressed, or with latent

depression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

N utley, New Jersey 07110
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MODIFY THE STRUCTURE

The structure of organized medicine in Del-

aware must be modified to fit the needs of

1974. In the medico-socio-economic climate

in which we live, medicine must keep abreast

and respond to the complex laws and direc-

tives emanating from Washington and Dover.

In a small state not many physicians are

available for these complex assignments, and

this is why I feel our present structure should

be modified.

Physicians representing organized medicine

in Delaware must work on a personal basis

with our United States senators, our repre-

sentatives, the Governor, and the members of

the General Assembly. This work is much
more effective if the individuals involved know
these political leaders personally, are able to

develop a rapport with them, and are able to

supply knowledgeable input prior to the de-

cision-making on each major bill.

The complex Federal legislation concerning

PSRO, HMO’s, the Medical Utility Act, Na-
tional Health Insurance, Cost of Living Coun-
cil rulings, etc., requires indepth study on an
on-going basis unlike the briefer examinations

of the past. Here is what I would propose to

you.

Individuals who wish to be active in these

areas should be assigned to their areas of in-

terest on an indefinite time basis. Thus, in

our Medical Society we would have experts

on PSRO, experts on HMO, etc. These phy-

sicians would serve as consultants to the

Board of Trustees and would periodically re-

port to the general membership so that we
could best respond to these complex issues in

a knowledgeable fashion. Likewise, those

members of our Society who personally have

worked with political leaders or who have

them as their patients or who are from that

district should maintain this relationship over

an indefinite period of time.

Under our present system elected members
of the Society who have developed some
knowledge of these areas or who have de-

veloped a certain relationship with political

leaders have that relationship ended when
their term of office expires. One of the changes

that I would recommend to the House of

Delegates is that these individuals maintain

these contacts and continue working in their

areas of expertise as consultants to the Board
of Trustees and to the county medical so-

cieties. Thus, we will have more continuity,

more expertise, and more effectiveness in

these complex medico-socio-economic areas.
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DRUG ABUSE IN DELAWARE-

AN UPDATE

William H. Duncan, M.D.

Before 1966 there was no recognizably sig-

nificant problem in drug abuse or opiate ad-

diction in Delaware. It was a rare instance

for most medical practitioners in the com-

munity or in the emergency rooms throughout

Delaware to note overdoses of any substance

other than used in suicide attempts.

During the period 1966 to 1967, however, a

noted increase in heroin addicts was discov-

ered in the Delaware Correctional Center by

the then prison medical director, Dr. William

J. Vandervort. Through his personal efforts

this fact was presented to the community
through proper public and private channels

and the media. During this period of time

the recognizable number of heroin addicts in

the prison system increased from 11 to 34.

Many of these individuals were being released

back into society, and a certain drug-related

recidivism rate was noted.

At this time the Wilmington Medical Cen-

ter developed an all-encompassing drug abuse

program to meet this need with Dr. Vander-

vort as the Medical Director. Though this

program later dealt almost exclusively with

opiate addiction, it should not be forgotten

Dr. Duncan is Director of Ambulatory Services, Wilmington
Medical Center, and a former Director of the State Division of
Drug Abuse Control.

that this was the first and most significant

poly-drug treatment center in the entire state.

The assumption during the development of

the Wilmington Medical Center’s program in

1967 was that 50 patients in a year’s time

would probably be the maximum ever to be

seen. However, the drug menace was growing

precipitiously, and private practitioners,

emergency rooms, and others were beginning

to see increasing numbers of patients with

drug abuse. This recognition in 1968 and

1969 caused the Legislature of the State to

enact on June 12, 1970, a statute, subse-

quently signed by the Governor that created

a single state agency now known as the

Division of Drug Abuse Control. For the

period of 1970 through 1972, this Division

concentrated on the establishment and fund-

ing of programs to deal with drug abuse. The
Division established a series of inpatient thera-

peutic communities, outpatient services of

varied types, prison and street counseling

services, and the appropriate administrative

set-up. A Governor’s Advisory Council to the

Division was developed as required by statute.

Emotional cries of “epidemic” resounded

throughout the state. However, during these

periods it was difficult to elicit reliable statis-
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tics on the incidence of drug abuse. The Del-

aware Medical Journal during the entire

period from 1965 to the present published

only one article concerning drug abuse in

Delaware; it outlined the development and

administration of the Dover Drug Abuse Com-
mittee and contained little clinical or statis-

tical data. A study of the number of cases

referred to and analyzed during this period

by the Office of the State Medical Examiner

would have noted a dramatic rise in drug

abuse. The number of drug cases reported

by the Wilmington Bureau of Police doubled

in the year 1969 to 1970 and until recently

showed a continual upward trend. The Wil-

mington Medical Center’s Methodone Pro-

gram grew to the point where in November of

1971 it had 200 hard-core heroin addicts re-

ceiving daily methodone. During this period

over one-half of the indictments handed down
by the New Castle County Grand Jury were

for drug violations. Surveys conducted

through the Delaware prison system indicated

that 80 percent of the inmates had used some

illegal drugs, 40 percent had at one time used

heroin, and 18 percent felt they had been ad-

dicted. Of the inmates who indicated having

used drugs, 87 percent stated they would

probably use drugs again upon release.

During this same period street counselors

of the Division of Drug Abuse Control re-

ported that interviews with young people

(9th grade and below) and with the parents

of this same age group showed an increased

incidence in drug abuse of 28 percent. A
1971 survey made of drug arrests reported by
the local newspapers showed that 58 percent

of the persons arrested for drug violations did

not have their names listed because they were

under the age of 17.

Finally, a survey conducted under the aus-

pices of the Division of Drug Abuse Control,

which covered more than 30,000 students

throughout the state in grades 7 through 12,

found that more than 40 percent of those sur-

veyed had experimented with an illegal drug.

Regular use of illegal drugs was indicated by
12.4 percent, and 5 percent indicated they
had at one time or another used heroin.

The following statistics reported by the

State Medical Examiner provide the only

real statistics available through 1973. (Figure

1 )

This report is intended to provide an up-

date on drug abuse in the state, and at the

same time to provide a current listing of all

the programs available for referral of such

patients. The list is in a useful form that can

be clipped out and retained for use. It is also

a report of the results of the recent survey of

its members taken by the Medical Society of

Delaware.

Under the present direction of Mr. William

B. Merrill, the Division of Drug Abuse Con-

trol of the State of Delaware is assigned by

statute to formulate and coordinate all pro-

grams relating to the early diagnosis, treat-

ment, and rehabilitation of drug abusers, to

assist with the drug control programs in the

public schools, and to assist in all enforce-

ment and corrections efforts by state, county,

and local enforcement officers.

The Action Plan of the

Division of Drug Abuse Control

The following is a paraphrase from the ap-

proved plan of action of the Division of Drug
Abuse Control for the State. The primary

effort will be in the development of early and

aggressive case findings by street counselors

through anonymous first contacts, as well as

anonymous referrals through crisis interven-

tion networks, leads from law enforcement

agencies, hospitals, physicians, or any other

possible source. The second effort will be

directed toward appropriate types of educa-

tion. Through the Division a research and

development section constantly analyzes the

educational programs and educational modali-

ties available to assist in preventing the first

use of drugs.

The third effort of these priorities will be

directly in the prevention realm. In conjunc-

tion with the Divisions of Adult and Juvenile

Corrections and the criminal justice system,

attempts to decrease the recidivism rate in

these populations are underway. This is be-

ing achieved by providing alternatives to in-
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FIGURE 1

DELAWARE DRUG-RELATED DEATHS, 1968-1973

Total Accidental Total Intentional

Total

Drug

Deaths

1968
Opiates

1

Barbiturates

0 5 6

1969 1 1 8 10

1970 0 2 14 16

1971 3 1 8 12

1972 2 0 9 11

1973 2 5 12 19— — — —
Totals 9 9 56 74

carceration that will motivate such individuals

to a productive life style rather than a life

of drugs. Other efforts will be to insure flexi-

bility within programs by the expansion of

re-entry phases for residential programs.

There are plans to educate industry and medi-

cine to the need of employment of individuals

upon their rehabilitation from the “drug

scene” and to better coordinate all agencies

involved in combating this menace.

As you will note from the accompanying
lists, the treatment facilities and programs

have been established to render service with

flexibility to meet the needs of the clients.

Outpatient services are located in each

county to respond to crisis intervention and
to provide individual and group counseling,

family counseling, drug information, and in-

formed speakers. Residential programs are

available, offering both men and women live-

in treatment settings and opportunities for

long-term counseling, group therapy, com-
munity education, work therapy, job place-

ment, and referral service. In addition, there

is a detoxification unit which treats those in-

dividuals requiring medical detoxification

from any drug of abuse, and the methadone
program is available for those requiring meth-
adone as an assistance to overcome their ad-

diction.

There is also a special program in the Wil-

mington Bureau of Police Lock-Up for treat-

ment alternatives to street crime. Drug users

who are identified at the time of arrest as be-

ing amenable to treatment and rehabilitation

can be, through a series of legal and medical

processes, diverted directly into treatment,

with criminal action taken only if they leave

the treatment program.

Indications at this time point to the fact

that the “epidemic” is over but that drug

abuse is still a very significant program in

Delaware. Statistics from law enforcement

agencies and corrections as well as the Divi-

sion of Drug Abuse verify this.

Survey Results from Delaware Hospitals

In order to stress the significance to hos-

pitals and physicians a special survey was

conducted that revealed the following. A
written report from the Kent General Hos-

pital indicated that in 1973 the number of

cases of drug abuse seen was declining, and

the statement was made that “.
. . we see

comparatively few of them these days.” It

was particularly noted that the abuse of

alcohol in younger people seemed to be on

the increase and to be frequently noted in

automobile accident cases. There were no

reported cases of heroin addiction or with-

drawal at Kent General Hospital in 1973. It

was further interesting to note that contacts

outside of the hospital, but reported by the
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hospital, indicated that the smoking of mari-

juana among teenagers is quite common and

“.
. . not taken very seriously.” It was further

noted from Kent General Hospital’s report

that access to and abuse of other drugs also

seemed to be declining. Finally, this hospital

reported an increase in the number of cases

of overdose of drugs by young adults and in

the number of suicide attempts utilizing

legally obtained prescription items which had

been hoarded or had in some way been sup-

plied surplus to the therapeutic requirements

for the individual.

The Milford Memorial Hospital reported

one drug abuse patient per month in their

emergency service; the patient was usually

under the influence of barbiturates but oc-

casionally amphetamines. In the entire year

1973, however, they reported only one “bad

trip” (a known abuse overdose). Milford

Memorial Hospital also indicated a definite

increase in the use of alcohol and the treat-

ment of young people under the influence of

alcohol.

In the ten months, March through Decem-
ber, 1973, the Nanticoke Memorial Hospital

reported 29 cases of drug abuse. They did

not present any specific statistics regarding

the drugs involved, but did report that about

half their patients represented the misuse of

prescribed drugs and half a suicide attempt.

This hospital also particularly noted an in-

crease in the use of alcohol in the younger

age group as seen in its emergency service.

During 1973 45 patients were admitted to

Beebe Hospital with a diagnosis of drug abuse.

In addition, there were 39 patients seen in the

emergency service for drug abuse. The ma-
jority in both of these categories were seen

during the summer months. The written re-

port from Beebe Hospital did not indicate

specifically what drugs were chiefly involved,

but subsequent telephone follow-up indicated

that the majority of these patients were poly-

drug users and that opiate users did make up
a significant proportion of these patients.

In an independent study performed by the

Division of Drug Abuse Control, Mr. Jack
Lemley examined 3,138 consecutive emerg-

ency services charts at the Delaware Division

of the Wilmington Medical Center, the most

active emergency service in the state. There

were 32 drug abuses noted to be overdoses.

The 32 cases broken down into categories by
drug were as follows:

Barbiturates 10

Tranquilizers 8

Opiates 5

(4 Heroin, 1 Demerol)

Analgesics 2

Known Poly-drug 1

Cocaine 1

Rubbing Alcohol 1

Kemadrin 1

Unknown 3

During the period of study, there were nine

DOA’s referred to the Medical Examiner, who
reported that all were due to natural causes

except one which was a death attributable to

acute ethyl alcohol intoxication.

Utilizing a straight line projection, this

data suggests that in the course of a year the

Medical Center should see approximately 530

drug abusers of whom 83 would be expected

to be opiate addicts. Based on the fact that

of the five opiate users reported in the above

study, only one was known to any drug abuse

program in the State of Delaware, it can be

anticipated that only 17 of the expected 83

opiate addicts would be previously known to

some drug abuse program in Delaware.

Medical Society Survey

All physicians in Delaware were recently

queried as to their recognition or involvement

in the treatment of drug abusers. A disap-

pointing return of less than 10 percent of the

650 questionnaires sent was achieved, with

the majority reporting from New Castle

County. Fortunately, the majority of these

were practitioners in family practice, internal

medicine, and pediatrics, which can perhaps

give validity to this limited study. In gen-

eral, the majority of physicians are seeing a

great deal fewer than one patient involving

drug abuse per week in their practices. The
estimated average age of the patients was

19, with the range from 12 to 90 years. The
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most common drugs of abuse in order of fre-

quency were alcohol, barbiturates, marijuana,

amphetamines, and tranquilizers. Heroin and

other opiates were relatively lower on the list

with the highest reporting from New Castle

County, none in Kent, and a moderate level

in Sussex. Barbiturates led the list as the

most common drugs of overdose.

Those physicians who gave editorial com-

ments (which came particularly from those

seeing in excess of one patient per week) indi-

cated that they are seeing less drug abuse

now than previously.

Conclusions

1) Drug abuse is still a significant problem

Drug Abuse in Delaware— An Update —- Duncan

in Delaware. 2) Marijuana and alcohol use

by young people is very common throughout

the State. 3) The obtaining of barbiturates

and tranquilizers, now the leading drugs of

abuse, is traceable in the majority of cases to

legally obtained prescriptions. 4) There con-

tinues to be a significant utilization of opiates,

particularly heroin, in New Castle and Sussex

Counties. 5) Most of the drug abusers are

unknown to appropriate treatment facilities

and to the Division of Drug Abuse Control at

this time. 6) Physicians within this state

must take a greater interest in this problem

and through proper referral mechanisms,

further outlined in this paper, assist in the

rehabilitation of those individuals caught up
in drug abuse problems.

DIVISION OF DRUG ABUSE CONTROL

LOCATION OF SERVICE DELIVERY FACILITIES

FOR CLIENTS

NEW CASTLE COUNTY

NEWARK DRUG COMMUNITY CENTER 738-7411

349 E. Main Street

Newark, Delaware 19711

Services: Crisis intervention, individual counseling, group therapy, referral service, family counseling,

NARA (Narcotic Addict Rehabilitation Act) Aftercare, drug information, urine surveillance, vi-

able court assistance. •

Ms. Sally Taylor — Deputy Director, New Castle County

A A A

DIAL — New Castle County 738-5555

11th & Washington Streets

Wilmington, Delaware 19801

Services: 24-hour telephone crisis intervention referral service for New Castle County.

Mrs. Sally Monigle — Coordinator AAA
MEDICAL ENTRY SERVICE 428-2901

Memorial Hospital

1501 N. Van Buren Street

Wilmington, Delaware 19801

Services: Medical outpatient services, psychological evaluation, physical examinations, laboratory work-up.

By appointment.

Joseph A. Glick, M.D. - Medical Director

A A A

DRUG DETOXIFICATION — INTAKE UNIT 571-3511

Foot of Madison Street

Wilmington, Delaware
Services: Residential detoxification, individual counseling, group therapy, referral service.

Robert Beattie, M.D. — Director
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HOLLY HOUSE 571-3511

Foot of Madison Street

Wilmington, Delaware 19801

Services: Female residential community; long-term counseling, group therapy, community education, work
therapy, job placement, and referral services.

Mrs. Bettyann Short — Project Director

CRITTENTON REHABILITATION CENTER 656-5478

504 S. Clayton Street

Wilmington, Delaware 19801

Services: Co-ed re-entry house and aftercare, long-term counseling, group therapy, community education,

work therapy, job placement, referral services.

Mr. Robert Pfleger— Executive Director

Mr. Frank Grassi — Project Director AAA
WILMINGTON COUNSELING CENTER 571-3500

1327 Washington Street

Wilmington, Delaware 19801

Services: Crisis intervention, individual counseling, referral service, family counseling, urine surveillance,

viable court assistance, drug information.

Mr. Samuel Giles — Deputy Director — City of WilmingtonAAA
SODAT 654-5433

1312 N. Van Buren Street

Wilmington, Delaware 19801

Services: Crisis intervention, group therapy, reality therapy, urine surveillance, behavioral and attitudinal

communication directed toward responsible living.

Dr. Frank Matthews, Ed.D. — Executive DirectorAAA
DRUG DETOXIFICATION — Orientation Unit 998-5657

3000 Newport Gap Pike 998-0304

On the grounds of Emily P. Bissell Hospital

Wilmington, Delaware 19808

Services: Residential medical observation, psychological and sociological service, individual and group coun-

seling, modality referral.

Mr, Bruce Kelsey — Deputy Director AAA
METHADONE SERVICES 428-2901

1329 Washington Street

Wilmington, Delaware 19801

Services: Outpatient methadone maintenance and detoxification, and individual counseling, referral serv-

ices, and urinalysis.

Joseph A. Glick, M.D. — Medical Director AAA
METHADONE COUNSELING CLINIC 428-2102
1329 Washington Street (2nd Floor) 428-2103

Wilmington, Delaware 19801

Services: Crisis intervention, short- and long-term counseling, some job placement, client follow-up, and
referral services.

Mr. J. Parker — Counseling Supervisor AAA
DARE HOUSE 652-4541
1417 Thatcher Street
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Wilmington, Delaware 19801

Services: Male residential community; long-term counseling, group therapy, community education, work
therapy, job placement, referral services.

Mr. J. Angelone— Project Director

A

WOMEN’S CORRECTIONAL CENTER 994-5152

Greenbank Road
Wilmington, Delaware 19808

Services: Individual counseling, evaluation for treatment alternatives, viable court assistance, referral ser-

vice, and aftercare services.

Ms. Pamela Loatman, Ms. Judy Steacker — CounselorsAAA
BELVEDERE SERVICE CENTER 999-0981

1306 Newport Gap Pike

Wilmington, Delaware 19808

Services: On-call intervention, counseling, referral services.

Counselor on call AAA
WILMINGTON LOCK-UP - TASC 654-8096

Wilmington Bureau of Police

Public Building— 11th & King Streets

Wilmington, Delaware 19801

Services: Urinalysis surveillance, counseling for arrestees, viable court assistance, referral service.

Mr. Jack Lemley— Supervisor AAA
FAMILY COURT
6th and Market Streets

Wilmington, Delaware 19801

Services: Family counseling, individual counseling, viable court assistance, referral service

Mrs. Marcia Ferreira — Supervisor/Counselor

KENT COUNTY

DOVER-GEORGETOWN DRUG COUNSELING CLINIC 678-5294

1001 S. Bradford Street

Dover, Delaware 19901

Services : Crisis intervention, individual counseling, group therapy, referral service, family counseling,

NARA (Narcotic Addict Rehabilitation Act) Aftercare, urine surveillance, viable court assist-

ance, drug information.

Mrs. Beverly Strehle — Supervisor

658-8581

Ext. 261

AAA
HELPLINE 678-1225

Mental Hygiene Clinic

738 S. Governor’s Avenue
Dover, Delaware 19901

Services: 24-hour emergency phone service. AAA
KENT COUNTY DRUG ABUSE CLINIC 678-4548

(Methadone Program)
1001 S. Bradford Street

Dover, Delaware 19901

Services: Medical outpatient services, psychological evaluation, physical examination, laboratory work-up,

methadone maintenance and detoxification, urinalysis surveillance, individual counseling, referral

services.
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John C. Sewell, M.D. — Medical Director

Mrs. Margaret McMullen — Administrator AAA
DELAWARE CORRECTIONAL CENTER 653-9261

R.D. No. 1, Box 500

Smyrna, Delaware 19947

Services: Individual counseling, evaluations for treatment alternatives, viable court assistance, referral and

aftercare services, NARCONON supervision, and monitoring.

Mr. Melvin Jones — Administrator

Mr. Joseph Halloran — Counselor II

SUSSEX COUNTY

DIAL— SUSSEX COUNTY 856-7044

137 N. Railroad Avenue
Georgetown, Delaware 19947

Services : Telephone crisis intervention referral service for Sussex County.

Mrs. Beverly Strehle — Supervisor AAA
DOVER-GEORGETOWN DRUG COUNSELING CLINIC 856-7741

137 N. Railroad Avenue
Georgetown, Delaware 19947

Services: Crisis intervention, individual counseling, group therapy, referral services, family counseling,

urine surveillance, viable court assistance, drug information.

Mrs. Beverly Strehle —Supervisor AAA
THE TURNING POINT 227-9252

Rehoboth Beach, Delaware 19971

Services: Summer program, Memorial Day to Labor Day offering drug service to the transient summer
population — crisis intervention, individual counseling, rap sessions, referral services, drug in-

formation.

Resort Area Drug Abuse Council (RADAC) — Mrs. C. Rodney LaytonAAA
SUSSEX CORRECTIONAL INSTITUTION 856-2118

Georgetown, Delaware 19947

Services: Individual counseling, evaluation for treatment alternatives, viable court assistance, referral and

aftercare services.

Mr. Joseph Halloran — Counselor II AAA
In addition to these listed facilities, the Division maintains cooperative efforts with the following agencies:

US Veterans Administration Hospital

1601 Kirkwood Highway
Wilmington, Delaware 19805

Delaware State College

Dover, Delaware 19901

Dover Air Force Base
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CURRENT CONCEPTS IN THE TREATMENT

OF THE JUVENILE OFFENDER

A crisis is said to exist in the American penal

system today, including juvenile justice procedures.

Rebellions, riots, and violence have brought sharply

into focus the need for reassessment of those sys-

tems. The author examines some of the legal, so-

cial, and psychological problems inherent in pro-

grams for juvenile offenders and highlights some

apparently workable alternatives.

Calvin J. Frederick, Ph.D.

Violence, crime, delinquent behavior and

problems of law and order appear to have

become such an integral part of American life

that it is of central concern to many of us

working in this field today. It is indeed dis-

quieting to realize that 50% of American men
frequently consider shooting as a good way to

subdue campus disturbances and that 20%
believe killing to be appropriate to achieve

that end. That information was presented in

a recent report in Michigan along with the

observation that some militants consider “viol-

ence as American as apple pie.” 1 Against such

a backdrop, it should hardly be any surprise

that juvenile offenders are presenting difficul-

ties of increasing seriousness. Problems of law

and order continue to gain prominence each

year. Crime and delinquency are a current

priority at the Federal level, including the

programs of the National Institute of Mental

Health. With this in mind, the potential value

of taking a different attitude toward juvenile

offenders seems paramount and will constitute

the chief thrust of this article.

Delinquency should always be viewed rela-

tively. It implies different meanings on dif-

ferent occasions to different persons, even

Dr. Frederick is Chief. Training and Research Fellowships, Center
for Studies of Crime and Delinquency, NIMH. He is Assistant Pro-

fessor in the Department of Psychiatry and Behavioral Sciences, The
Johns Hopkins University School of Medicine; and Associate Clin-

ical Professor in the Department of Psychiatry at the George Wash-
ington University School of Medicine. The views expressed do not
necessarily represent the policies or position of the NIMH or the
US Department of Health, Education and Welfare.

Adapted from a presentation to the Department of Pediatrics, Wil-
m'ngton Medical Center.

when laws do not change. Empey and Lubeck
have suggested that one feature of delinquent

behavior is essential to its classification,

namely, that it triggers official responses from

those in the juvenile justice system. 2 Not un-

like some adults who have been housed in

mental institutions for years for minor of-

fenses, many youths often have been labeled

as delinquents or juvenile offenders with the

consequences of adjudication and incarcera-

tion following them for the rest of their lives. 3

Historical Perspectives

During the early part of the nineteenth

century a juvenile offender was viewed as a

child in need of treatment and therefore dif-

fering from the adult criminal. However, in

placing the young offender in a mental facility,

often mere lip service was given to realistic

and progressive treatment. Incarceration in

a mental institution has frequently resulted

in indeterminant sentencing where the individ-

ual’s rights have been even less than those in

penal institutions. More recently penal insti-

tutions have been viewed as making major

contributions to delinquency in and of them-

selves. Since modeling is a well known method

for changing behavior it can be readily under-

stood how the prison-like environment with

seasoned inmates can condition neophytes to

further criminal acts.

Our society has not yet fully reconciled sev-

eral questions about whether or not minors
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should be treated separately or be subject to

different laws with a legal system distinguish-

ing between youths and adults. Should there

be juvenile courts with juvenile judges which

are distinct and separate from those of adults?

At what ages should juvenile and adult laws

hold if both are believed to have merit? Should

different kinds or levels of competence be de-

veloped? In the past, when juvenile offenders

have been accused of breaking the law they

have been dealt with by a single judge whose

wisdom, presumably, was such that he was
capable of handling these decisions alone. In

effect, the judge would either pat the young
offender on the head and admonish him to

venture forth and desist from further wrong
doing or pronounce sentence for the individ-

ual’s “own good” with appropriate reprimands

for the record. No legal counsel was a part of

such proceedings and the youngsters usually

had no right to refute charges or be confronted

by their own accusers.

It was not until 1967 that nationwide atten-

tion was called to the pivotal shortcomings of

the juvenile legal process via the Gault de-

cision by the US Supreme Court, which held

that children committing no specific criminal

act could not be subject to incarceration with-

out constitutional challenge.4 Such terms as

disobedient or incorrigible are not likely to

hold legally. Two important trial rights were

left unresolved in the Gault case, however—
namely, the right to trial by jury and the right

to proof of illegal activity by standards simi-

lar to those of adult courts. The US Supreme
Court case of Kent vs United States demon-

started that a child over 16 years of age,

charged with an adult felony, could be trans-

ferred to adult court only after the state had
explored all juvenile correctional alternatives

before denying the young offender the benefits

of the juvenile justice system. Although these

cases alerted the state courts to civil rights

issues, there is still great variance among state

laws regarding juveniles. In some states, laws

now provide minors with the right of counsel

and hearings similar to the civil rights proce-

dures which obtain for adults.

The Problems of Causation in Juvenile Offenses

Philosophically, there are at least two rea-

sons why a forensic dilemma exists with juve-

nile offenses. First, America is a nation which

advocates and firmly subscribes to punish-

ment for wrong doing. This position varies

from spanking a small child for spilling his

milk at the dinner table to incarcerating per-

sons for stealing hubcaps, or more severe of-

fenses, when they become juveniles. Prisons

are replete with cases of inmates, including

those incarcerated for homicide, where a per-

sonal history of severe punishment during

childhood abounds. The Boston Strangler, for

example, told of instances of nightly beatings

when he was a youngster. Many case histo-

ries of rape and suicide also present a picture

of severe punishment early in life. The diffi-

culty comes primarily in the misconception of

the meaning of punishment and the purpose

it is to serve. Punishment per se or negative

reinforcement as behavior oriented psycholo-

gists use the term, is not implicitly bad or

valueless. When fully understood and judici-

ciously used, it can aid in the suppression of

undesirable responses, but positive reinforc-

ers must be supplied in conjunction with it

for desirable acts.

The classical law and order view subscribes

to the notion of an eye for an eye and a tooth

for a tooth to such an extent that it is sym-

bolic of violence. In essence, he who lives by

the sword shall die by the sword. Violence be-

gets violence. It is not usually recognized

that when a young child is punished, one of

the first responses he wishes to make is to

strike back. The misuse of punishment leads

to a belief in strong-arm tactics, such as

showing an individual who’s boss, etc. The

child then receives sanction for aggression and

a need for power, regardless of the means.

This has become implicit in our cultures to-

day. The merits of reward or positive rein-

forcement are minimally recognized at best.

The ex-offender has two strikes against him

at the outset. He has to try doubly hard to

keep his head above water, is rarely rewarded

for positive behavior and virtually always en-

dures the threat of punishment for undesirable

behavior.

Secondly, the view is taken that youths are

too immature to think for themselves. As a
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result there are differential laws for minors

and adults, some of which are patently un-

just. On occasion, a youth is held accountable

and punished legally for violation of a law

which would not apply equally to an adult.

One example of this is curfew regulation.

There is little reason to believe that an 18 year

old is more mature or responsible than a 17

year old, yet one may be subject to different

curfew rules than the other. While appropri-

ate legal age is arbitrary, competency of per-

formance is not included as a determining fac-

tor.

Responsibility should be taught to every

youngster gradually. A child needs to learn

responsibility from an early age by emphasiz-

ing the fact that it is inherent in the tasks

that he has to carry out. Responsibility can-

not be delegated; only authority may be dele-

gated to carry out the task. When an individ-

ual takes a job, responsibility for its execution

is an implicit part of the task. If a child is

responsible for emptying the trash as part of

his household tasks, the job should carry with

it the authority to execute it effectively. Ap-
propriate rewards or positive reinforcers

should be forthcoming when the job is done

properly over a reasonable period of time. This

need not take the form of monetary payment.

An example might be permission to play

longer than usual with friends.

Navajo Indians traditionally gave responsi-

bility for the care of a sheep to a youngster

when he was capable of carrying out the task,

usually by the age of eight. In this way he

became an important part of adult society,

since sheep were crucial to the community.
Until recently, when violent behavior and al-

coholism have shown increases among young
Indians, traditional conflicts surrounding ado-

lescence and juvenile delinquent behavior were

virtually missing from Navajo society. Thus,

the building of responsibility had both a cause

and effect relationship upon the absence of

delinquent behavior. 5

The core component in delinquency pre-

vention is teaching responsibility for one’s

actions. When an individual is able to assume
responsibility, he has, perforce, shown signs of

maturity. The key to mental maturity and

insight into ourselves is the acceptance of re-

sponsibility and the ability to curb our ten-

dencies to make excuses, such as rationalizing

mistakes or projecting blame onto other per-

sons for our own inadequacies. A sine qua non
for relearning by the offender, as well as the

ultimate effectiveness of any treatment

method, is the personal incorporation of re-

sponsibility.

Physicians, and pediatricians in particular,

can render a great service by being aware of

potential juvenile problems early in life. Most
problems rarely come to the attention of psy-

chologists or psychiatrists in the beginning.

For example, cases of child abuse are seen first

by the general practitioner or pediatrician. A
parent may constantly yell at a child, punish

him severely, and then fly into a rage when
the child talks back emulating the example

set by the parent. Seeds of aggression and
hostility are planted which may lead to aber-

rant behavior and violence in adolescence.

Counseling such parents or referring them to

another source early can make the difference

between serious behavioral disturbances or the

lack of them in later life.

Theoretical Approaches to the Problems

of Delinquency

Various professionals have developed causal

explanations of delinquency in an attempt to

provide a fuller understanding with the hope

that their heuristic value could aid in develop-

ing treatment programs. Merton6 has ex-

panded upon the notion of normlessness orig-

inally advanced by Durkheim in 1897. As so-

ciologists they felt that different kinds of

stress such as cultural values, social structures,

and personal needs brought about frustration

which could evoke delinquency as a by-prod-

uct. Merton stressed the importance of the

blocking of both legitimate and illegitimate

avenues to success as being inconsistent with

cultural emphasis upon achievement, and
thereby an important factor evolved which

could produce delinquent behavior.

Empey and Lubeck2 formulated their no-

tion of delinquency by stating a series of pos-

tulates which went as follows: the lower the

social class, the lower the subsequent achieve-
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ment of the individual. Such decreased

achievement brought about an increase in

psychological strain. The increased strain

evoked identification with delinquent peers.

Identification with delinquent peers would re-

sult in delinquency. Because a stigma devel-

oped which increased the strain, a short-cir-

cuiting occurred which evoked further peer

identification and produced more delinquency.

Short and Strodtbeck put forth a psycho-

social theory of delinquency which stated that

the delinquent gangs they studied suffered

from social disability .
7 This resulted in diffi-

culty in learning, frustrating school experi-

ences, and problems on the job in later life.

An intense need for belonging motivated gang

members to express themselves via delinquent

behavior when frustrated by other avenues.

A theory of aleatory risks stated that delin-

quent activities follow a positive and nega-

tive reinforcement paradigm. Every delinquent

act no matter how small brings some reward

within the peer gang framework. This occurs

even though it develops at irregular intervals.

The status of belonging to a gang represents

such a powerful reward that the delinquent

is willing to risk being seriously penalized oc-

casionally in order to gain its benefits. In

addition, these investigators discovered that

delinquents have been cautioned repeatedly

about a threatening world and have been

harshly reared during childhood. Unsatisfac-

tory experiences in school reduce opportunities

to play important and successful roles which

could stand them in good stead in future job

assignments. Contact with adults of relatively

high status and opportunities to profit from

learning experiences with strong family and
institutional ties are also of paramount im-

portance.

It has been said American criminology is

largely sociological, while European criminol-

ogy generally has a medical and legal perspec-

tive, but Scandinavian criminology alone is

truly interdisciplinary in orientation .
8 Scandi-

navian criminology has been the finest in the

world, with only the best and most outstand-

ing work in America being able to approach it.

Scandinavian investigators have recognized

that a study of causes of crime, per se, is a

cul de sac, since crime is an end product of a

lengthy process of selective action. Tomudd
believes a study of causality in the medical

sense is inapplicable and inappropriate as a

criminological method .
9 Society and social

values define criminal behavior, identify vic-

tims, select subjects for punishment and de-

cide upon the severity of punishment. Conson-
ant with the developing complexity of modem
society, even more behavior will be labeled

as criminal or delinquent. Hence, research

ought to move from seeking causes to studying

(a) the selection process by which persons are

called criminal and punished and (b) changes

in crime trends. More fmitful work should

evolve from this orientation. Scientifically,

change should not occur for the sake of

Change alone but as a result of evidence or

logical analysis.

In the United States, legislation is almost

never written or influenced directly by re-

search, but it is in Scandinavia. An illustra-

tion comes from an experiment in Finland .
10

Alcoholic offenders from six Finnish towns
were divided into two groups with a planned

reduction in prosecution rate among those in

the experimental tov/ns even though arrests

continued. The risk of arrest and fine, which
were used to measure the preventive effects of

prosecution, remained the same during a three

year period for both groups. Thus, risk of fine

had no preventive effect. Previously, up to

one-fifth of Finnish jail inmates were prose-

cuted and incarcerated for failure to pay such

fines. As a result of the experiment fines were

eliminated, which reduced the burden upon
the courts and correctional system. Finland

then became the first country to abolish proc-

essing the public drunk through the criminal

justice system.

Recent Programs in Delinquency Management

Broadly all programs in the management
and treatment of delinquency focus upon in-

carceration versus non-incarceration. There
are varying degrees of each, of course, with

complete institutionalization representing the

epitome of incarceration in a prison-like atmos-

phere. Residential treatment programs might

be placed in the direction of institutionaliza-

tion on such a continuum. Group homes and
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halfway houses could be placed near the cen-

ter. Day care or night care projects may be

located in the direction of non-incarceration,

while out-patient treatment programs repre-

sent an absence of incarceration. Examples of

some newer treatment programs in the correc-

tions field today can be cited as basic depar-

tures from the older more traditional views,

which gradually seem to be yielding to more

humanitarian measures.

The Massachusetts Program

:

The Depart-

ment of Youth Services in Massachusetts be-

gan closing the institutions in that State near

the beginning of 1972. Group homes, halfway

houses, social organizations, voluntary super-

visory workers services, parochial charitable

agencies and personal psychotherapy have all

been used. The authorities have been con-

vinced that this effort provided less expendi-

ture of state funds. The rationale was that

treatment and punishment do not go hand in

hand. The meaning of corrections has been

seriously violated by older programs. The
position was taken that almost any approach

would be better than those in existence. A
repressive, dehumanizing, and indecent at-

mosphere has prevailed, a retrogressive situa-

tion. There can be little doubt that reform

schools do not prevent juvenile crime or de-

linquency nor do they rehabilitate offenders

generally. Incarceration of a child evokes re-

sentment, hurt, and embitterment, scarcely

the way to resolve problems and prevent

behavioral difficulties.

One of the first procedures employed in the

new Massachusetts program was to expose

the staff to therapeutic community concepts.

This development aided in bringing to a peak

differences among staff members so that lines

could be drawn and problems evaluated more
clearly. The view was taken that adminis-

trative closure of institutions with inmate

placement into the kinds of facilities already

noted was a procedure of choice. It was be-

lieved that lack of acceptance and administra-

tive difficulties could be avoided without at-

tempting to involve communities ahead of

time. Other workers in the field have taken

a different view with respect to community
involvement. Nevertheless, the Massachusetts

program directors took the position that hav-

ing once imposed the program upon the com-

munity, it would work sufficiently better than

previous procedures to justify its continued

existence.

California Programs: Within the State of

California there have been several projects di-

rected toward the study of treatment efforts

in the management of delinquents or juvenile

offenders. Jesness comments about one such

assessment in which long-term effectiveness of

two treatment programs for delinquent boys

was compared when the youngsters were con-

fined in the same California Youth Authority

Institution. 11 An analysis of parole violation

rates showed the boys assigned to a 20 bed

living unit remained on parole longer than

controlled subjects who were assigned to an

identically staffed living unit which housed 50

boys. A study of the outcomes according to

type of subject disclosed that the neurotic

subjects gained from the intensive program,

while non-neurotic subjects did equally well

in either program. This would be predicted

from psychodynamic theory covering neurotics

and character disorders. Neurotics tradition-

ally are able to utilize psychotherapy with a

classical orientation more effectively than in-

dividuals with personality or character disor-

ders.

A Community Treatment Project (CTP)
began to handle seriously delinquent male and

female offenders who were committed from

juvenile courts to state correctional facilities

in four California communities in 1961. 12 In-

stead of being placed in institutions, these

youngsters, ranging in age from 13 to 19, were

placed in an intensive, community-based pa-

role program. They received relatively indi-

vidualized as well as long-term treatment.

Effectiveness of experimental (CTP) versus

traditional programs was assessed on six vari-

ables: parole, suspensions, recidivism, favor-

able discharge, unfavorable discharge, psy-

chological test scores, and post-discharge ar-

rests. The experimental subjects, particularly

males, performed measurably better than the

controls in pre- and post-psychological test-

ing, recidivism, unfavorable discharges, and

post discharge arrests. In addition, the aver-
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age yearly cost of maintaining the youths was

appreciably less in the CTP program —
$2,300 in the CTP compared to $5,800 in

California Youth Authority programs. The
importance of matching correctional workers

and clients as well as properly classifying of-

fenders as an aid in efficient management was

also emphasized by these investigators. 1314

An experiment in the Silver Lake District

of Los Angeles compared a system of housing

youngsters in a group home setting with those

living at Boys Republic, a traditional institu-

tion for delinquents. The Boys Republic offi-

cials had the philosophy that delinquents are

basically immature and impulsive and that

such behavior requires external control be-

cause of insufficient internal control on the

part of the subjects. A well structured living

environment was thought to be necessary to

manage such a lack of controls and interper-

sonal skills. The Silver Lake staff took the

view that delinquent behavior is not a per-

sonal form of deviation entirely but one which

includes group participation, the sharing of

information, and the giving of sanction to de-

viant behavior. One of the most significant

findings in the Silver Lake project dealt with

recidivism rates for runaways and those who
failed to complete the experimental program.

When comparing arrest statistics it was found

that some 50% of all runaways and those Who
did complete the program did not commit
additional offenses. In the control group the

success rates for these subjects was signifi-

cantly less, with only about one third remain-

ing free of violations. Exposure to the pro-

gram took effect even for those dropping out.

Since the traditional program of incarcera-

tion in a boys’ correctional institution failed

to be significantly better in any dimension of

recidivism, it can be concluded that institu-

tional incarceration is of little value in re-

habilitation.

The Kansas Project: Based almost entirely

on learning theory, an impressive program in

Kansas called Achievement Place has been

planned and charted by investigators from
Kansas University. 15 This project is one in

which basic research flows to the development
of treatment procedures and in turn gives

rise to evolving training programs and the dis-

semination of educational information. Com-
munity support was sought from the start in

contra distinction to the Massachusetts pro-
gram. The thought was that the community
would be more responsive if it had responsi-

bility for the operation of the program, in-

cluding an input into financial matters by the
board of directors. It was demonstrated that
the cost, was appreciably less than traditional

institutional programs. An average yearly cost
of $4,000 per subject was demonstrated at
Achievement Place contrasted with a figure of

$8,500 to $9,000 for state institutional care.

As in the California Treatment Project, such
a striking difference cannot help but impress
legislators, since this included complete costs

of faculty, subjects, housing, etc. Teacher-
parents were employed in a 24 hour a day
project with six to eight boys or girls ranging
from 11 to 16 years of age. These teacher-

parents were able to enroll in an MA program
specializing in behavior modification at the

University. Pay incentives were utilized to

help motivate the teachers, who were rated by
community members, service agencies, the

courts, the board of directors, and the students

themselves. A point system of training based
upon reinforcement theory constituted the

nucleus of the project. Points could be earned
or lost in terms of the student’s behavior.

Examples of behaviorwhich earned points were:
(a) keeping oneself neat; (b) assisting with

household tasks; (c) cleaning a room; (d)

doing dishes; (e) performing housework; (f)

obtaining desirable grades, etc. Examples of

behavior which brought a loss of points were:

(a) being late; (b) disobeying; (c) poor man-
ners; (d) failure to wash hands at mealtime;

(e) failing grades; and (f) stealing, lying or

cheating. Some of the types of privileges

which could be earned as a result of the point

system were: (a) an additional snack; (b)

permission to stay up past bedtime; (c)

money allowance, and (d) permission to go to

town or visit an appropriate place. It was
important for the subject to know ahead of

time exactly what rules obtained and what
could be expected. Such conditions minimize

the likelihood of blaming other individuals for

one’s mistakes. A sense of responsibiilty is
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developed thereby, which has to undercut de-

linquent behavior.

Records were kept by teacher-parents living

at Achievement Place, social workers in var-

ious agencies, the youngsters’ parents, and
others in regular contact with students.

Guesswork was eliminated and subjective

opinion minimized.

Suggestions for the Future

Impulsive persons need reinforcement for

slight increments of positive behavior. One of

the mistakes often made is to expect too

much or too large of a specimen of improved

behavior on the part of the youngster. It

is absolutely necessary to reinforce, in se-

quence, small segments of tangible behavior

which can be fully understood and illustrated

to the subject himself. Achievement then can

be built upon in a definitive and planned man-
ner and will ultimately develop into larger

spheres of behavioral segments. Biting off

more than one can chew, so to speak, leads

to persistent failure, frustration, and more de-

linquent behavior.

Nothing succeeds like success or fails like

failure. Moreover, another important com-

ponent in arranging for success is the involve-

ment of every individual of significance in the

youngster’s life; those with whom he lives,

those with whom he goes to school, those to

whom he is responsible in agencies, etc. It has

often been said, with some justification, that

one of the difficulties in traditional psycho-

therapy in an outpatient setting is that the

participant is seen only an hour or so a week,

while exposure to other stimuli occurs many
hours each day, over which the therapist or

program personnel have no control. The value

of a 24 hour program is even more important

for delinquent youngsters who possess charac-

ter disorders than for psychoneurotic adults.

As noted in these examples, it is evident

that a minor, if not a major, revolution is un-

derway in the management of young offend-

ers. While time alone will disclose its full

effectiveness, many workers in the field, both

professional and nonprofessional, are becom-

ing more firmly convinced that the results can

only be an improvement over conditions which

have prevailed in the past. Gottfredson has

focused upon the nucleus of the matter by
commenting that in corrections we have been

inefficient, inhumane and confused. 16 We can

lessen all that by agreeing upon specific ob-

jectives, building information bases, and pro-

viding an evaluation of programs in terms of

such objectives. We can, thereby, only become
more effective in helping offenders and the

general public alike. The projects cited in this

treatise are current examples of works which

establish evidence in the direction of Gottfred-

son’s suggestions. It will behoove the authori-

ties in each state to take a hard look at their

own correctional systems so as to make effec-

tive changes in their respective criminal jus-

tice programs. All those in the helping pro-

fessions can and should contribute to that

end.

Reprints may be obtained directly from Dr. Frederick at the

National Institute of Mental Health, 5600 Fishers Lane, Rockville,
Md., 20852.
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EARLY INDUSTRIAL MEDICINE

ON THE BRANDYWINE

Through the personal and professional as-

sociation of Dr. Pierre Didier and Mr. E. I.

du Pont, which spanned the years 1803 to

1826, the Du Pont Company developed an

embryonic practice of industrial medicine. E.

I. du Pont’s humanitarianism and paternalism

combined with Didier’s desire for security

after a tempestuous career provided the

cornerstones of an arrangement for medical

care for workers in which the company gradu-

ally assumed liability for certain illnesses and

accidents.

Didier was born in Vitteau, France, in 1741,

and his adventures prior to settling in Wil-

mington in 1795 included service in the Seven

Years War in France, medical practice in

Saint-Domingue, escape from the civil war on

that island in the 1790’s, shipwreck en route

to America, and a brief stint as a carpenter in

Philadelphia. In Wilmington, he quickly es-

tablished a practice among the town’s French

community, many of whom were also refugees

from the Saint-Domingue uprisings. Through-

out the remainder of his life Didier’s preferred

language was French, and until the last year

of his life he contemplated rejoining his family

in France. His fears of financial reliance on

his family and his professed satisfaction at

the important role he played in treating the

du Pont family and the company workers

finally persuaded him to remain in Wilming-

ton.

With the du Pont family, Didier came to

fill all the traditional roles of the general

practitioner: friend, confidant, and healer. He
visited often with the family who called him
“Papa Didier,” and he and E. I. du Pont

This paper has been adapted from a longer article “Dr. Pierre
Didier and Early Industrial Medicine,” which appeared in Dela-
ware History 15, No. 1 (April 1972).

Mrs. Earl is Assistant Editor, Winterthur Publications.

Polly Anne Earl

shared interests in botany and the investiga-

tion of the causes and cures of diseases. Upon
his death in 1830 at the age of 89, Didier was

buried in the family cemetery, testimony to

the unique position he held in family affec-

tions.

Since he practiced in an age that still lacked

an understanding of basic physiological and

pathological facts, Didier’s staunch adherence

to a belief in the humoral base of disease was

hardly surprising. In keeping with his theory,

his treatments aimed to correct imbalances

of body fluids, mainly through the use of pur-

gatives and emetics. Didier’s training seems

to have come through the old traditional sys-

tem of apprenticeship, and his notes on prob-

lems and treatments, in effect case histories,

reflect a practical outlook toward disease.

At a time when medical cures were often

more fearsome than actual disease, Didier’s

treatments were more humane than the norm.

Along with his contemporaries, he believed in

blood letting, but in moderation. He pre-

scribed mineral, vegetable, and herbal sub-

stances and acted as his own apothecary. He
graded his purgatives according to strength

and prescribed only the mildest for patients

in a weakened state. Many of his treatments

give detailed instructions for room tempera-

ture, exercise, type of clothing, and diet, and,

regardless of the illness, he usually prescribed

barley water. Mercury, nitrated salts, gum
arabic, salts of tartar, tamarind, and quinine

were other favorite remedies. The diseases

most often encountered were jaundice, leu-

corrhea, and dysentery. Yellow fever, for

which he administered combinations of qui-

nine, chicory, and nitrated salts with chicken

broth or weak bouillon, was also a common
complaint. If delirium set in he resorted to

purgatives and bleedings. Not surprisingly
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obstetrics comprised a major part of his prac-

tice, and the charge for a delivery was a flat

fee of eight dollars. Didier’s common sense

approach to medical problems is best illus-

trated by his treatment of hypochondria,

which called for fresh eggs and meat, opiates,

cold baths, and no indigestible foods. He
noted that patience was required, for the pro-

gress of the disease was very slow.

Details of the arrangement between Didier

and the Du Pont Company evolved gradually

based on a retainer system, a system Didier

also maintained with his private patients.

Families paid a fee of fifty dollars annually

and were charged additional fees for some
treatments and medicines. Eventually the

du Pont family and the company paid sep-

arate retainers. In 1815 the company paid

a retainer of $160. Didier billed the company
irregularly for his retainer and for individual

services to workers. The company paid the

workers’ bills and debited their accounts. In

this way Didier received immediate payment
in cash, while workers could receive costly

medical attention when they needed it and
repay the company slowly. An additional

benefit was Didier’s availability since the Du
Pont mill community on the Brandywine
Creek was relatively isolated and had no doc-

tors of its own.

There is no evidence as to whether Didier

maintained a regular schedule of visits, but
he was always summoned for emergencies.

Despite strict safety regulations, emergencies

were a recurrent fact of life in the community
because of periodic explosions of the powder
mills. In defining the relationship between

Didier and the Du Pont company as a true

example of industrial medicine, in which the

firm assumes definite liability, the fact that

workers were not charged for treatment of

injuries suffered in explosions is most signifi-

cant. In 1817 Didier was paid an “extra an-

nual allowance for casualties for the years

1815, 16, and 17,” and the records show no

charges against workers after the particularly

disastrous explosion of 1818.

For Didier the relationship with the Du
Pont Company was essentially an outgrowth

of his reliance on a system of retainers for

financial stability and security. For E. I.

du Pont the relationship was both an exten-

sion of his humanitarian outlook and a prac-

tical means of retaining workers in an ex-

tremely hazardous industry. There are other

early nineteenth-century occurrences of in-

dustrial medicine systems, for example, on

some Southern plantations and in the textile

mills of Lowell, Massachusetts, in the 1830’s,

but the system developed by E. I. du Pont
and Pierre Didier shows perhaps the earliest

clear delineation of the social responsibilities

involved in industrial medicine. Company re-

sponsbility for work accidents, especially in-

juries from explosions, was implicit rather than

explicit, but it was clearly the basis for the

assumption of definite financial commitments.

The Du Pont Company, by paying Didier

from company funds for his services to workers

injured in explosions, moved beyond the re-

tainer system of merely assuring the avail-

ability of medical care to assuming moral and
financial responsibility and liability for both

the working conditions and health of its em-
ployees.

KNOW THY RESIDENT

Maybe patients see us as doctors, but attendings regard us as trainees, the

hospital administration considers us employees, and nurses see us as glorified

studs. Do we have an identity, or are we just transients in the system? I'd

like to know who we really are.

A Hospital Resident quoted in

Hospital Physician, May 1971
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IT’S ALMOST A NEW BALL GAME

The physician engaged in delivering health

care to children and infants has noted a

definite change in problems presented to the

doctor. Such pioneer Delaware pediatricians

as Drs. Margaret Handy and C. E. Wagner
have witnessed the phenomenal decline of the

more common infectious diseases of the res-

piratory, gastrointestinal, and nervous sys-

tems. Those of us more recently entering

practice, say in the past 10 to 20 years, have

witnessed the change also. More and more,

children’s problems include tobacco and drug

abuse (including alcohol), learning problems

and school difficulties, sexual problems (con-

traception, venereal disease, abortion), and

psycho-social difficulties. And now, the at-

tention of these physicians is being directed

to the problem of atherosclerosis. For sev-

eral years some cardiologists have been trying

to tell us that the preventive aspects of coron-

ary artery occlusion must begin in childhood

or even infancy. I feel many of us have not

been listening very well.

The pediatric aspects of atherosclerosis are

being increasingly written about in the liter-

ature. It becomes apparent that in pediatric

history taking we must now add to the list

of familial diseases a history of coronary oc-

clusion and hypertension, especially those rel-

atives who may have had a coronary under

age 50. Such a positive family history may in-

dicate that our patient is at risk, falling into

the category of familial hyperlipoproteinemia,

most commonly Type II. Parenthetically,

though not related to atherosclerosis, the his-

tory should also include inquiry, in the case

of girls, as to the mother taking diethylstil-

bestrol to sustain the pregnancy.

Researchers in the field of atherosclerosis

now advise that children with such family

histories of atherosclerotic disease be investi-

gated, as are adults, with monitoring of blood

pressure, weight, blood cholesterol, and lipids,

and that, further, those who show repro-

ducible blood abnormalities be treated with

appropriate diet therapy, and, if necessary,

drugs.

To the pediatricians, who as a professional

group do not encounter patients with coro-

nary occlusion, this matter of atherosclerosis

may seem remote. But when one considers

the startling high incidence of significant

atherosclerotic changes found in young men
killed in Korea and Vietnam, it is clear that

the onset of this process must have occurred

in the second decade of life; and beyond ques-

tion, that makes the attempt at prevention a

pediatric medical problem.

C.B.H.

% % %

THE NEW DOCTORING: SAVE AND BE SUED?

The scientific innovations allowing physi-

cians new therapeutic regimens seem to be

increasing their culpability as well as their

capability. There is an inherent and growing

risk these days to the most dedicated and

well motivated of physicians: he may be sued

despite or because of his best efforts to help

his patient. Originally grateful and under-

standing relatives, insistent that all measures

be tried for an ailing patient, become plaintiffs

in malpractice suits, and not just because the

patient died.

The recent out-of-court settlement of $125,-

000 to the family of a child who became blind

is a case in point. The child was born pre-

maturely and developed severe respiratory

distress (hyaline membrane disease), a con-

dition which requires the use of high concen-

trations of oxygen if the child’s life is to be

saved. One of the possible side effects of such

therapy, even under the best monitoring sys-

tem, is the development of retrolental fibro-

plasia, leading to varying degrees of visual
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impairment. Because of this recent settle-

ment, any physician caring for a similarly

afflicted premature infant is now faced with

a personal risk in his decision to try to save

an infant in respiratory distress by means of

sufficiently high concentration of oxygen to

maintain its life, since there is the possibility

that the final outcome will be a living but

visually limited child and this apparently is

an outcome for which he may be sued.

Is this a tolerable risk for physicians treat-

ing the not uncommon premature child with

respiratory distress? I say “no,” and I

strongly urge that all physicians under such

circumstances should now abdicate their own
emotional agony and expended energy in

having to make such therapeutic decisions.

Therapeutic decisions will have to be shared

with the parents. Let those parents who in

the past have said or implied “Save, save at

any cost” be forced to enter fully into the

dilemmas of decisions, acting as full and equal

partners in any therapeutic endeavor which
may conceivably lead to toxic side effects. The
physician shall and must continue to coun-

sel and support them, but the family will

have to enter into the decision equally and
put their understanding and concurrence with

that decision in writing.

Can the public and the law regard doctors

as omnipotent and thus legally and financially

assign them responsibility for guaranteeing a

cure without any side effects? This cannot be.

We physicians do not wish to achieve a carte

blanche forgiveness for physician error. How-
ever, if the physician gives of himself fully

—

physically, intellectually, and psychologically

—in trying to maintain life or to cure, the

results of his efforts will have to be accepted

without risk to him because the final result

is not perfect or even desirable.

The aforementioned out-of-court settlement

is a sad and grievous reflection on our times.

The physician, despite his expertise, dares no
longer be the sole person to choose the thera-

peutic plan for his patient. The patient and
his relatives, whose experience in the situa-

tion will be limited to what they can learn

there and then, will have to be made to share

in the agonies and the uncertainties of thera-

peutic risk. It can no longer be, “Do what
you think best, Doctor.”

The implications are disheartening for all

humans, be they physicians or lay people.

Warren R. Johnson, M.D.

& JS

GLAUCOMA

The leading causes of irreversible blindness

in the United States are macular degenerative

changes, diabetic retinopathy, and glaucoma.

Of these, glaucoma is the most amenable to

treatment. That vision which has already

been lost due to glaucoma can not ordinarily

be regained, but in the majority of cases medi-

cal therapy will prevent continued progression

of visual loss. Approximately 500,000 people

in the United States are known to have glau-

coma, and an equal number are felt to have

untreated cases.

The detection of glaucoma starts with the

measurement of intraocular pressure. This is

a relatively swift and simple office procedure.

The technique is easily mastered and should

be part of the complete physical examination

of anyone over forty years old. The mechanics

of tonometry are more easily demonstrated

than described, and any ophthalmologist will

be pleased to teach the technique to his col-

leagues.

Patients with both glaucoma and hyperten-

sion are in a somewhat precarious position.

Lowering of blood pressure may sometimes

result in decreased blood supply to the eye,

with attendant visual loss. When treatment

for hypertension is indicated, patients with

glaucoma should be more closely followed, and

the therapy for glaucoma often increased.

For these reasons, early detection of glau-

coma is critical, as is an awareness by the

patient of the medical problems he has and

the medications he is receiving. We can help

our patients and help each other by offering

information and guidance along these lines.

S.H.F.
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DONALD G. McHALE, M.D.

Dr. Donald G. McHale, 63, died April 10,

1974, at his home in north Wilmington after

an apparent heart attack.

He was a native of Carbondale, Pennsyl-

vania, attending Fordham University and

later graduating from St. Thomas’ University

(now the University of Scranton). He gradu-

ated from Jefferson Medical College in 1935,

where he was a member of the Alpha Omega
Alpha honorary fraternity.

After interning at Scranton State Hospital,

he served his residency in surgery at St. Fran-

cis Hospital, Miami, Florida. Following ser-

vice as a Major in the US Army Medical

Corps during World War II, he completed his

surgical residency training at Bellevue Hos-

pital.

He came to Wilmington in 1948 after serv-

ing a year as assistant chief of surgical ser-

vices at the Veterans Administration Hospital

in Lyons, New Jersey. Transferring to the

Wilmington VA Hospital, where he remained

for the next nineteen years, he became chief

of surgery and is credited with organizing the

surgical residency program under the direc-

tion of the University of Pennsylvania Medi-

cal School.

He transferred to the Veterans Administra-

tion Hospital in Danville, Illinois, in 1967

where he organized an education and research

program in surgery.

In 1969 he resigned from the VA to accept

a position at the University of Delaware on

the staff of the Student Health Service. He
was acting director at the time of his death.

Dr. McHale was a Fellow of the American

College of Surgeons, a former Associate Pro-

fessor of Surgery at the Graduate Hospital

of the University of Pennsylvania, and a mem-
ber of the New Castle County Medical So-

ciety. He wrote and published several papers

in various surgical journals.

His non-scientific interests included golfing,

fishing, and skiing. In the last few years, he

and his wife enjoyed world travelling, having

just recently returned from a trip to Austria

with the University of Delaware Winterim

group. He was formerly on the board of direc-

tors of St. Edmond’s Academy and Ursuline

Academy.

He is survived by his wife, Mrs. Elinor

Hastie McHale, and three children, all stu-

dents at the University of Delaware: a son,

Barry R., and two daughters, Linda B. and

Carol G., and a brother Ulric J. of Forest

City, Pennsylvania.

Robert L. Wuertz, M.D.

* $ •«

OSTEOARTHRITIS

Some men ’gainst Raine doe carry in their backs

Prognosticating Aching Almanacks

;

Some by a paineful elbow, hip or knee
Will shrewdly guesse, what weather’s like to be.

John Taylor (1580-1653), Brink and Welcome from
Common Problems in Office Practice by Robert R. Taylor, M.D.
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SEXUAL AND MARITAL HEALTH: THE PHYSICIAN

AS A CONSULTANT by Clark E. Vincent, McGraw-

Hill Book Company, New York, 1973. 293 pp.

Price $7.95.

The author of this 293-page book is a psy-

chologist and the current director of the Be-

havioral Science Department of the Bowman
Gray School of Medicine. This book contains

his concepts and clinical experiences in the

area of marital counseling. Addressed to phy-

sicians and others involved in patient care, it

emphasizes the importance of marital health

care as a specific endeavor.

Vincent presents two general concepts

which he believes underlie many marital dif-

ficulties. First, he mentions the concept of

self-love or self-worth. This concerns the in-

dividual’s feelings about himself as a person

and a marital partner. These feelings are

often influenced by social concepts, especially

concerning sexual roles. This leads to con-

flict and self-degradation if one does not live

up to society’s definition of masculinity or

femininity. If a person does not ‘love him-

self,’ he will tend to develop a defensive at-

titude in his relationship with others. Such
defensive reactions often result in marital

troubles.

Secondly, he presents his idea of ‘impres-

sions as reality.’ He states that every marital

dyad actually involves ‘six persons,’ ie, the

husband’s impression of himself as a husband,

his impression of what his wife thinks of him
as a husband, and the corresponding impres-

sions on the wife’s part. Vincent believes

these impressions are fluid and changing with

no inherent rightness or wrongness. The prob-

lem arises when the marital partners do not

recognize and accept each other’s impressions

as real. Such failure prevents communica-
tion and growth within the marriage.

The author then discusses some of his ex-

periences in several specific problem areas,

eg, anxious adolescents, young parents, illicit

pregnancies, and extra-marital affairs.

In closing, the author repeats his plea for

the importance of marital health care. He
considers it a separate entity, such as child

health care, dental health care, mental health

care, etc. He condemns what he calls the

‘myth of naturalism,’ ie, that a healthy marital

relationship will develop naturally, without

any personal effort. He states this is unreal-

istic and cites the example that more train-

ing is required to drive a car than to maintain

a marriage. He believes that a successful

marriage requires ‘continuing education’ and

effort on the part of the marital partners.

Much like a yearly dental or physical check-

up, people should have periodic marital check-

ups. Vincent believes that there should be

more undergraduate and post-graduate train-

ing in marital health for physicians. He also

feels that physicians as a group are major of-

fenders when it comes to their own marital

health. They devote much of their time to

patient care and often neglect their own per-

sonal and marital health.

This book promotes the need for better

marital health care. Unfortunately, the text

is too generalized and anecdotal to offer any
specific techniques for the physicians inter-

ested in marriage counseling. It is more of a

call for action than a plan for action. For

more practical and specific information, one

would do better with Masters and Johnson,

Erich Fromm, or one of the popular books on

transactional analysis.

Stephen P. Flynn, M.D.

i»!
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COMMON PROBLEMS IN OFFICE PRACTICE by

Robert R. Taylor, M.D., Harper and Row, New
York, 1972. 402 pp. Price $9.95.

In a way it is too bad that this delightful

book had to be written. However, as the

author says in his preface, “There is a need

for medical writing and teaching about com-

mon conditions ... a disproportionate share

of medical writing is devoted to exotic dis-
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eases; not enough space is allocated to the

diagnosis and treatment of common condi-

tions encountered daily in the offices of Ameri-

can physicians.”

In some parts the book is excessively didac-

tic but since it should be read only by those

with enough background to realize that most

therapeutics are a matter of possibility rather

than certainty, this cookbook approach may
be allowable for brevity. (I refer to a sent-

ence such as this one: “Diet is important in

slowing the progress of arteriosclerosis.”)

Amantadine (Symmetrel-Endo) is spelled

wrong, and Dr. Taylor does make the mistake,

all too common, of calling the T3 test a tri-

iodothyronine assay. (It is actually an indirect

assay of unbound thyroid binding globulin

which uses T3 as a reagent in the test.)

The book is enlivened by quotations such

as this persipicacious one from Leonardo da

Vinci: “Veins by the thickening of their tuni-

cles in the old restrict the passage of the

blood, and by lack of nourishment destroy

their life without any fever, the old coming

to fail little by little in slow death.” There

are also quotes from Montaigne and Shake-

speare and Pasteur, and a quote from an

anonymous but explicit patient: “Doctor, my
sinuses are driving me crazy.”

This book would be a useful gift for doctors

leaving internal medicine residencies if they

are going to do some primary care: it is weak
on lupus nephritis, but strong on current

methods of diagnosis and treatment of the

chief complaints of ordinary patients.

Bernadine Z. Paulshock, M.D.

£ &

THE VICTIM IS ALWAYS THE SAME by I. S. Cooper,

M.D., Harper and Row, New York, 1973. 160 pp.,

i 1 1 us. Price $6.95.

This is a curious book. By its title, by its

invocation from Albert Camus, and by its

hair-raising anecdotes of mistreatment of pa-

tients by disciplines other than surgery, it

purports to deal with the hazards of people

exposed to medical diagnosis and treatment.

By its main subject matter, it presents a

popularized account of the neurosurgical

treatment of two young girls with dystonia

musculorum deformans, and a brief but decent

summary of this surgical approach. Its main

theme, seems to be the author’s crisis of pro-

fessional conscience in doing experimental

neurosurgery with human material; it wan-

ders off, at the end, into some wondering about

the ultimate purpose of life and concludes

with the suggestion that “The best hope we
can offer for the future of man is a perman-

ent dialogue to keep the question open.”

Dr. Cooper has for many years been an
articulate, aggressive and experimentally in-

clined neurosurgeon, much of whose published

work has dealt with treatment of involuntary

movement disorders by the inducting of

lesions by freezing in the subcortical struc-

tures of the brain, particularly in the thalamic

nuclei. His techniques are, by the speed-up

standards of today, quite standardized ones

of stereotaxic placement of a probe under

radiologic control, and induction of a circum-

scribed lesion by circulation of liquid nitrogen

into the probe. Results in some cases of

severe movement disorders have been spec-

tacular, but there have been cases of severe

hemiplegic loss of function and some deaths.

Dr. Cooper has made popular presentations

of this technique in the press and other media,

and the present volume is directed to popular,

more than to medical, readers. It is written

in rather oratorical style, and garnished with

many line drawings and photographs, includ-

ing some quite dramatic pictures of Dr.

Cooper himself at work. It deals at great

length with the general complacency of psy-

chiatrists, pediatricians, and “suburban medi-

cine” in overlooking organic diseases, but

briefly concedes “sometimes we see patients

who have been operated on four or five times,

and no organic cause is ever found. In some

of these cases, the cause probably was up in

the patient’s noggin, while the surgeon was

looking for it inside her abdomen or some-

where else.”

Some reactionaries within organized medi-
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cine might object to this appealing of medical

standards and ethics to a popular jury, and

some might be taken aback by the presenta-

tion of essentially uncontrolled surgical ob-

servations in so dramatic and compelling a

manner. Equally distasteful to this reviewer,

however, would be the attitude that such mat-

ters are proper only for “closed” discussion in

an aristocratic medical fraternity. This book

should probably be read, but only along with

quite a lot of other books.

Robert W. Buckley, M.D.
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READING BETWEEN THE LINES, DOCTOR-PATIENT

COMMUNICATION by Lucille Hollander Blum,

Ph.D., International Universities Press, New York,

1972. 179 pp. Price $7.50.

I almost gave up on this book. The author,

a Ph.D. in psychology, is a practicing profes-

sional psychoanalyst and starts with the back-

ground psychoanalytic theories. Of the one

hundred and seventy-nine pages of the book,

the first third goes on and on with oral-anal-

phallic phases of development, the uncon-

scious-preconscious-conscious, the ego and
reality, principle, the id and superego, and
transference and counter-transference.

But for the persevering reader who will

plod on past all this (and even for the one

who will slip covertly to page fifty-seven), the

book is a clinical gem which can help the

physician in his office add another dimension

to his history taking. The chapters on the

conversation of silence, facial expressions, the

language of body movements, and the doctor

as listener are all the real things of clinical

medicine, each illustrated by a thumb-nail

clinical history.

Dr. Hollander Blum sums it up well her-

self, . . the particular mode and quality of

a person’s body language depends on the in-

dividual’s personality, past history, current

experiences, and the nature and severity of

earlier and on-going stresses. . . . Seventy per-

cent of patients have varying complaints with

no proven illness. This impressive estimate

is surely a call for the doctor to utilize the

behavioral sciences for a more comprehensive

understanding of the various ways in which

people convey information about themselves

and what might be troubling them.”

I suggest you read this book to learn how.

David Platt, M.D.
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MY DOCTOR by Anne Rockwell, illustrated by Har-

low Rockwell, MacMillan Co., New York, 1973.

20 pp. Price $4.95.

Attention, all lady doctors, especially pedi-

atricians! A new book has been published,

which is a must for your office. Indeed, it is

so charming, it may even appeal to some of

our unchauvanistic male colleagues. It is a

simply written, artfully illustrated documen-
tation of a child’s visit to his doctor, who
happens to be female. Nothing is said about

the sex being any way unique, and this adds

to the charm and surprise of this delightful

book. An introductory picture of the waiting

room depicts, in addition to the nurse-recep-

tionist, children’s toys, a father reading to his

toddler, and a black mother feeding her baby.

The simple text describes and illustrates the

major tools of the pediatrician, like her stetho-

scope, otoscope, tongue blades, and Bandaids.

When it comes to the needle, the comment
follows, “But I don’t need one today.” This

really rings a bell to those of us who are in-

evitably asked, as the first question of the

day, “Do I need a shot today?” To many
children this is the biggest fear in coming to

the doctor’s office, and we all wish we could

invariably say, “No, not today, Johnnie,”

since from then on, all is fun and peanuts.

Try out this charming book in your waiting

room, and you may find that it will break

down the barriers between you and your

young patients. I’d like to send it as a gift

to all of mine, except for the prohibitive

cost of $4.95!

Marjorie J. McKusick, M.D.
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COMMON SYMPTOMS OF DISEASE IN CHILDREN

by R.S. Illingworth, M.D., Blackwell Scientific Pub-

lications, London, 1973. Distributed by J. B. Lip-

pi ncott Co., Philadelphia. 4th edition, 336 pp.

Price $ 1 2.50.

As the preface states, this book was written

to orient one to the more common symptoms

of disease in childhood. The table of con-

tents has not been organized with respect to

organ systems or major topics, necessitating

immediate use of the index. Most topics

have been updated, but several lack refer-

ences entirely or have not been updated. For

example, the differential of coma does not in-

clude Reye’s syndrome.

This book is useful as an orientation to

pediatrics for medical students, but of limited

value for one routinely caring for children.

Elizabeth M. Craven, M.D.

% %

ANGER — HOW TO RECOGNIZE AND COPE
WITH IT by Leo Madow, M.D., Charles Scribner’s

Sons, New York, 1972. 124 pp. Paperback. Price

$2.45.

The author, Chairman of the Department

of Psychiatry and Neurology at the Medical

College of Pennsylvania, has written 124

pages of concisely illustrated expressions of

overt and covert forms of anger expression

in humans. His text tends to be simplistic

but does contain pertinent examples of every-

day actions, verbal and non-verbal, which are

triggered by anger (frustration). As one

reads, one sees in himself, and in the words

and actions of others, the underlying human
forms of anger, many expressions of same be-

ing “sophisticated” (adulterated?) and thus

supposedly acceptable behavior modes to so-

ciety. Not only does Dr. Madow clearly out-

line the diagnostic signs and symptoms of

this human emotion, but, most importantly,

he teaches us: (1) how to recognize anger in

ourselves, including occult and incipient

forms, not only intellectually but emotionally;

(2) how to probe ourselves for where the

anger is coming from; (3) how to understand

why we are angry; and (4) how to deal with

our anger realistically without repressing it

so it comes out “sideways” (sarcasm, verbal

one-ups-manship, etc.) or directing it at

people who supply just the flicker that ex-

plodes the day-long stored energy mass of

anger.

This is a treatise which should be read for

a beginning understanding of anger by all

humans from fifteen years old and up; it

should be evaluated by all who profess caring

for others and themselves. Reading it will

prove a provocative and profitable experience.

Warren R. Johnson, M.D.

% %

COLOR ATLAS OF DERMATOLOGY by G. M. Le-

vene, M.B. and G. D. Calnan, M.A., M.B., Year

Book Medical Publishers, Chicago, 1974. 368 pp.

Price $20.00.

This atlas, copyrighted in England, was

prepared to help medical students, practition-

ers, and those training in Dermatology to be-

come acquainted with the distinctive features

of skin diseases. Most common disorders are

illustrated and also several rare ones which

are important with regard to associated sys-

temic disease or to differential diagnosis. The
emphasis throughout is on diagnosis and dif-

ferential diagnosis, and to facilitate this, cross-

references are provided in the captions, in the

introduction to sections, and in the index.

The book itself is small in size, but it has

over 350 pages and 466 photographs, the

quality of which is unsurpassed in any atlas

of dermatology. Each picture is preceded by
a short history and explanation. Although

the selection of photographs necessarily re-

flects the experience of dermatological prac-

tice in London, the range of disorders included

is very thorough and certainly will be helpful

to practitioners in the United States.

Paul A. Sica, Jr., M.D.
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Roger Brian Rodrigue, M.D., a native of Ceylon, is a graduate of the University

of Melbourne School of Medicine, Australia. He served his internship at Chester

County Hospital, West Chester, Pennsylvania. He previously practiced medicine

in the Territory of Papua, New Guinea. Doctor Rodrigue served as an Assistant

Professor of Community Medicine at Temple University during 1970, and has,

since 1971, served as Assistant Professor of Medicine at Hahnemann Medical Col-

lege. He is practicing Emergency and Community Medicine in Delaware. He, his

wife, and their four children live in Wilmington. His extra-medical interests in-

clude cultural anthropology, travel, art, and crafts.

David Auld, M.D., is a Board-Certified Clinical Pathologist. He is a graduate of

the University of Maryland School of Medicine. He served his internship at the

University of Maryland Hospital, Baltimore, and his residency at Fitzsimons Gen-

eral Hospital, Denver. He previously practiced medicine in the United States Air

Force and currently is based at Kent General Hospital with an office on State

Street, Dover. Doctor Auld, his wife, and their three children live in Dover.

Doctor Auld’s extra-medical interests include sailing.

Robert W. Buckley, M.D., a native of Massachusetts, is a Board-Certified Psychia-

trist. He is a graduate of the Boston University School of Medicine. He served

his internship at Massachusetts Memorial Hospital, Boston, and his residencies at

Christ Hospital, Cincinnati General Hospital, and the Child Guidance Hospital,

Cincinnati. Doctor Buckley previously practiced medicine in Cincinnati. He cur-

rently works at Delaware State Hospital where he, his wife, and their children

reside. His extra-medical interests include music and golf.

Charles Mittnacht Smith, M.D., a native of New York State, is a graduate of the

College of Physicians and Surgeons, Princeton University. He served his intern-

ship and residency at the University of Cleveland Hospital, Cleveland, Ohio. Doc-

tor Smith is a Board-Certified Internist and has specialized in Hematology. He
previously practiced medicine in Rochester, New York. He currently has an office

in the Professional Building, Wilmington. He, his wife, and their four children

live in Wilmington. His extra-medical interests include tennis, squash, and

gardening.

Salustiano A. Pino, M.D., a native of the Philippines, is a graduate of the Uni-

versity of Santo Tomas, Manila. He served his internship and a general surgical

residency at Altoona Hospital, Altoona, Pa. He served a general practice residency

at Cebu General Hospital, Philippines. A General Practitioner, he has practiced

medicine in the Philippines, Nigeria, and Liberia. As of July 1 Dr. Pino will be

based at Emily P. Bissell Hospital, Wilmington. He, his wife, and their two

daughters live in Wilmington. His extra-medical interests include swimming,
ping-pong, and singing.

Eleonora F. Schneider, M.D., a native of Switzerland, is a graduate of the Uni-
versity of Basel School of Medicine. She served her residencies at the University
of Basel Hospital, Switzerland, and the Wilmington Medical Center. She is cur-
rently the school physician for the Wilmington Public Schools. She, her husband,
who is also a Wilmington physician, and their four children live in Woodbrook,
Wilmington. Her extra-medical interests include music, gardening, and sailing.
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Speakers on
“Ask the Doctor’’

Speakers for July, 1974 on the Tuesday radio program (11:05 a.m.

WDEL) produced by the Medical Society of Delaware are: July 2,

Richard Bonder, M.D., Problems with Hair Growth and Hair Loss; July

9, Gordon A. Bussard, M.D., Cataracts; July 16, Bernadine Z. Paulshock,

M.D., Thyroid Problems; July 23, Richard N. Taylor, M.D., Varicose

Veins; July 30, Leonard Seltzer, M.D., Summertime Allergies—Stinging

Insect Reactions and Contact Dermatitis.

In the News Norman P. Jones, M.D. has been named to the Board of Directors of

Kent General Hospital. His term of office will expire September, 1976.

Doctor Jones has been a staff member since 1961. He is a past president

of the hospital’s medical staff and currently chief of the department of

medicine.

Diabetic Camp The Maryland Diabetes Association is sponsoring Camp Glyndon, a camp
for diabetic children from five to fifteen years of age. The camp is located

in Glyndon, Maryland and offers children two weeks of medically super-

vised camping from June 23rd through August 17th. For information

on enrolling children for this experience, write to the Maryland Diabetes

Association, Inc., 407 Reisterstown Road, Baltimore, Maryland, 21208.

Breast Cancer
Information

A new flyer for physicians on Breast Self-Examination is available from

the American Cancer Society. Call 654-6267 to obtain your free copy.

CLINICAL NOTICES AND MEETINGS

Alcoholism The Central States Addictions Institute, in cooperation with the American Medical

Association, will conduct an intensive one-day Postgraduate Course in Alcoholism

for Physicians, July 31st. The course will be given at the American Hospital

Association Headquarters, 840 North Lake Shore Drive, Chicago. To register,

phone (312) 726-0821, or write to James W. West, M.D., Medical Director, Central

States Addictions Institute, 122 South Desplaines Street, Chicago, Illinois, 60606.

OTO Course The Abraham Lincoln School of Medicine of the University of Illinois, Chicago, is

presenting a two-day course entitled “Conference on Radiology in Otolaryngology

and Ophthalmology,” November 29 and 30th. For further information, write to

Professor Galdino E. Valvassori, M.D., Radiology Department, Abraham Lincoln

School of Medicine, P.O. Box 6998, Chicago, Illinois, 60680.

Ultrasound The Johns Hopkins University School of Medicine is presenting a course entitled

“Diagnostic Ultrasound in Pediatrics,” September 5-6, 1974. The diagnostic value

of ultrasound as applied to pediatrics, both practically and theoretically, will be

presented. Fee for the course is $150 ($100 for residents). Further details can

be obtained from Roger C. Sanders, M.D., Department of Radiology, The Johns

Hopkins Hospital, Baltimore, Maryland, 21205.

Thrombosis

Conference

The American Heart Association’s Council on Thrombosis is presenting a National

Conference on Thrombosis and Hemostasis. November 20-22, 1974, in Dallas, Texas.
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This conference will be held in conjunction with the 47th Scientific Sessions of the

American Heart Association. For further information write to: American Heart

Association, Section on Scientific Programs, 44 East 23rd Street, New York, New
York, 10010.

Surgical Congress The Thirteenth Congress of the Pan-Pacific Surgical Association will be held

February 15-21, 1975 at the Hilton Hawaiian Village Hotel, Honolulu, Hawaii.

Concurrent meetings will be held in anesthesiology, colon and anorectal surgery,

general surgery, neurosurgery, obstetrics and gynecology, ophthalmology, ortho-

pedic surgery, otolaryngology, plastic surgery, thoracic-cardiovascular surgery,

and urology. For information write to: Cesar B. DeJesus, M.D., Pan-Pacific

Surgical Association, 236 Alexander Young Building, Honolulu, Hawaii, 96813.

Cancer Conference The American Cancer Society is presenting Part I of its National Conference on

Advances in Cancer Management November 25-27, 1974 at the Waldorf-Astoria

Hotel, New York City. For information contact the American Cancer Society,

Delaware Division, 1925 Lovering Avenue, Wilmington, Delaware, 19806 (654-

6267).

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisements are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members.

HOME AND OFFICE FOR RENT. A home in the

Dover area with over 1,000 square feet of office

space is 'available. The building is in excellent

condition with a fireplace and air conditioning.

It is well decorated and is located only two
minutes from Kent General Hospital. For in-

formation contact Sue Taylor (Auen Realtors) at

(302) 734-5789.

PSYCHIATRIST: Interested in group practice, staff

position with a community mental health center,

or college clinic. Currently completing military

obligation and will be available August, 1975.

INTERNIST: With a special interest in gastro-

enterology. Has served twenty years with the

United States Air Force. Available August 1,

1975.

BRO
608 N. UNION STREET
Wilmington, Delaware

PHONE 652-0300
SURGICAL, ORTHOPEDIC and PROSTHETIC APPLIANCES
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Rs a professional

you need carefully planned

insurance protection for

yourself

your business

your employees

your property

your future!

If you’d like to know exactly how much protection you need,

call today. Your Montgomery Man will arrange for your business

to have a complete insurance survey.

In Wilmington (Main Office) Du Pont Building • 10th & Orange Streets 658-6471

(Branch Office) 1414 N. Du Pont Street 658-6471

In Dover (Branch Office) Bank of Delaware Building 674-3707

For the best insurance plan . . . call a Montgomery Man!



Before deciding to make Valium

(diazepam) part ofyour treatment

plan, check on whether or not the

patient is presently taking drugs

and, if so, what his response has

been. Along with the medical and

social history, this information can

help you determine initial dosage,

the possibility of side effects and the

ultimate prospects of success or

failure.

While Valium can be a most

helpful adjunct to your counseling,

it should be prescribed only as long

as excessive psychic tension persists

and should be discontinued when
you decide it has accomplished its

therapeutic task. In general, when
dosage guidelines are followed,

Valium is well tolerated (see

Dosage). For convenience it is avail-

able in 2-mg, 5-mg and io-mg tablets.

You should be aware of the

possibility of side effects in some
patients and should consult the

complete product information before

prescribing.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, N.J. 07110

Before prescribing, please consult complete product
information, a summary of which follows:

Indications: Tension and anxiety states; somatic com-
plaints which are concomitants of emotional factors; psycho-
neurotic states manifested by tension, anxiety, apprehension,

fatigue, depressive symptoms or agitation; symptomatic relief

of acute agitation, tremor, delirium tremens ana hallucinosis

due to acute alcohol withdrawal; adjunctively in skeletal

muscle spasm due to reflex spasm to local pathology, spasticity

caused by upper motor neuron disorders, athetosis, stiff-man

syndrome, convulsive disorders (not for sole therapy).

Contraindicated: Known hypersensitivity to the drug.

Children under 6 months of age. Acute narrow angle glau-

coma; may be used in patients with open angle glaucoma who
are receiving appropriate therapy.

Warnings: Not of value in psychotic patients. Caution
against hazardous occupations requiring complete mental
alertness. When used adjunctively in convulsive disorders,

possibility of increase in frequency and/or severity of grand
mal seizures may require increased dosage of standard anti-

convulsant medication; abrupt withdrawal may be associated

with temporary increase in frequency and/or severity of

seizures. Advise against simultaneous ingestion of alcohol and
other CNS depressants. Withdrawal symptoms (similar to

those with barbiturates and alcohol) have occurred following

abrupt discontinuance (convulsions, tremor, abdominal and
muscle cramps, vomiting and sweating). Keep addiction-prone

individuals under careful surveillance because of their pre-

disposition to habituation and dependence. In pregnancy,

lactation or women of childbearing age, weigh potential

benefit against possible hazard.

Precautions: If combined with other psychotropics or

anticonvulsants, consider carefully pharmacology of agents

employed; drugs such as phenothiazines, narcotics, barbi-

turates, MAO inhibitors and other antidepressants may poten-

tiate its action, Usual precautions indicated in patients

severely depressed, or with latent depression, or with suicidal

tendencies. Observe usual precautions in impaired renal or

hepatic function. Limit dosage to smallest effective amount in

elderly and debilitated to preclude ataxia or oversedation.

Side Effects? Drowsiness, confusion, diplopia, hypoten-
sion, changes in libido, nausea, fatigue, depression, dysarthria,

jaundice, skin rash, ataxia, constipation, headache, incon-

tinence, changes in salivation, slurred speech, tremor, vertigo,

urinary retention, blurred vision. Paradoxical reactions sucn

as acute hyperexcited states, anxiety, hallucinations, increased

muscle spasticity, insomnia, rage, sleep disturbances, stimula-

tion have been reported; should these occur, discontinue drug.

Isolated reports of neutropenia, jaundice; periodic blood

counts ana liver function tests advisable during long-term

therapy.

Dosage: Individualize for maximum beneficial effect.

Adults

:

Tension, anxiety and psychoneurotic states, 2 to 10 mg
b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hours,

then 5 mg t.i.d. or q.i.d. as needed; adjunctively in skeletal

muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively in

convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or

debilitated patients: 2 to 2V2 mg, 1 or 2 times daily initially,

increasing as needed and tolerated. (See Precautions.) Children:

1 to 2V2 mg t.i.d. or q.i.d. initially, increasing as needed and
tolerated (not for use under 6 months).

Supplied: Valium® (diazepam) Tablets, 2 mg, 5 mg and
10 mg; bottles of 100 and 500. All strengths also available in

Tel-E-Dose® packages of 100.

Valium
(diazepam)

To help you manage excessive psychic tension
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to the test list at

Bio-Science Laboratories

Chemistry

CPK isoenzymes
Fibrinogen polymerization time

Gamma glutamyl transpeptidase
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Lipoprotein, phenotyping, direct confirmation
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OF NATIONAL AND LOCAL IMPORTANCE

The 123rd Annual Convention of the Ameri-

can Medical Association was held in Chicago

June 22 through June 27, 1974. The primary

activities that your five official representatives

participated in were as follows:

Doctor Joseph Belgrade and I spent one

day talking to the presidents of the other

state medical societies and discussing our

mutual problems. I was interested to talk

with the presidents from Montana, Idaho,

and Alaska, whose organizations have a rela-

tionship with the University of Washington

similar to the relationship that Delaware has

with Jefferson Medical School. Those three

states are delighted with their DiMER-type

program and feel that it benefits all concerned.

The principal discussion at the Presidents’

Meeting, however, revolved around three

primary issues: inflation, the major threat our

country faces today; PSRO problems; the

multiple government programs under consid-

eration in the health field.

Doctor Henri Wendel, our AMA delegate,

did an outstanding job representing Delaware

in the Reference Committee hearings and dur-

ing the sessions of the House of Delegates. He
was assisted by Doctor Rhoslyn Bishoff, the

alternate delegate, and by Ms. Anne Shane

Bader, the executive director.

The big news coming out of the convention

is that the AMA Board of Trustees’ policy of

cooperating with the implementation of PSRO
has been upheld. One entire day of the Ref-

erence Committee was spent debating PSRO.
It was evident to me that the doctors speak-

ing in favor of PSRO support were mainly

medical society presidents or county society

presidents, whereas those seeking its over-

throw most vigorously were individual physi-

cians from Louisiana, Georgia, Texas, and

southern California. Hence I was not sur-

prised by the vote of 185 to 57 to support im-

plementation of PSRO. The three M.D.’s who
were most vocal to repeal PSRO were also run-

ning for the Board of Trustees of the AMA,
and all three lost—James Stewart from Louisi-

ana, John Heard from Georgia, and John

Hawk from South Carolina.

Thus, the House of Delegates has instructed

the AMA to cooperate with the implementa-

tion of PSRO, but if that program should ad-

versely affect the quality of patient care, the

matter will be reexamined. The House of

Delegates also rejected the anti-PSRO candi-

dates for the Board of Trustees and elected

moderates in their place.

This action in Chicago tends to support the

position of the Medical Society of Delaware

and encourages us to continue our present

policy regarding PSRO. We have received a

planning grant from H.E.W. to assist us in

our planning and to qualify us for a Condi-

tionally Designated Professional Standards

Review Organization. As a result of deliber-

ations of the Board of Trustees of the Medi-

cal Society of Delaware, the Delaware Foun-

dation for Medical Care is being divided into

two foundations. One is a foundation to be

primarily made up of the Chairman of the

Utilization Committee of each hospital; this

will be the PSRO foundation. Those inter-

ested in developing alternate methods of

health care delivery have been encouraged to

form a completely separate foundation. We
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feel this modification will find favor with the

majority of physicians in Delaware, and it had

also been suggested by H.E.W.

We are closely watching National Health

Insurance legislation, but at this time the only

legislation likely to be passed would be Catas-

trophic Insurance. The issue of National

Health Legislation, thus will tend to be in

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerenson, R.N.
ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE

the next Congress and will be determined by

two factors: (1) Whether or not a veto-proof

Congress is elected as a blacklash to Water-

gate and (2) the state of our economy.

HOMEMAKERS" is

a national organization
of home and health
care personnel.

...at home
or in the

hospital,

whenever

you need help

HOMEMAKERS® provides help through an almost

unlimited variety of health care services per-

formed by skilled, qualified personnel . . .

LICENSED AND PRACTICAL NURSE, VISITING

HOME MANAGER AND COMPANION. HOME-
MAKERS® professionals are available when you

need them — a day or a month — on a regular

schedule or just when you call.

HOMEMAKERS
656-2551

HOMEMAKERS’
Home end Health Care Servicec
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SUPPURATIVE ARTHRITIS IN CHILDREN

DUE TO HEMOPHILUS INFLUENZAE

Joseph S. Skoloff, M.D.
Herman . Rosenblum, M.D.

Prior to the past decade the causative agent

of suppurative arthritis in children was most

commonly either the Staphylococcus aureus

or Streptococcus Pyogenes (Group A). In

only a few instances was such infection due to

Hemophilus influenzae Type B. 15 In 1966

Nelson and Koontz reported that H. influ-

enzae was the organism most frequently iso-

lated from 117 children under two years of

age with septic arthritis, and it was the second

most common organism when all age groups

were considered. 6 In Almquist’s series H. in-

fluenzae represented a majority (66%) of the

positive cultures in 50 children (age seven

months to four years) with acute septic arth-

ritis. 7 In 1972 Nelson noted that this increase

in frequency of H. influenzae infection per-

sisted. 8 Since the recognition of this type of

infection is important in the selection of anti-

biotics for the treatment of acute septic arth-

ritis, the following two cases are presented.

Dr. Skoloff was formerly a resident, Department of Pediatrics,
Wilmington Medical Center, and is presently serving in the Air
Force.

Dr. Rosenblum is Director, Department of Pediatrics, Wil-
mington Medical Center.

CASE REPORTS

Case No. 1

A 14-month-old, white male was admitted

to the Wilmington Medical Center with the

chief complaint of a painful left leg. The pa-

tient had been well until the morning of ad-

mission when it was noted that he walked

with a limp, favoring the left leg. As the day

progressed, he became irritable, refused to

walk, and developed a temperature of 40° C.

No history or trauma or injury could be elic-

ited. Three weeks prior to admission the pa-

tient had a “flu-like” illness characterized by

diarrhea, vomiting, and fever, which abated

with symptomatic treatment. One week prior

to admission the child had a swollen right

hand, unassociated with fever, and x-rays

taken at that time proved to be negative. The
swelling of the right hand subsided over the

week prior to admission. The past history

was otherwise non-contributory.

On physical examination the patient’s tem-

perature was 40.3°, pulse 140, respirations 32,
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weight 8/5 kg (18 pounds, 12 ounces). He
was acutely ill, lying supine with the left

thigh flexed and abducted, refusing to move

the left lower extremity. The left hip was

warm and tender and the range of motion

limited in all planes, particularly abduction

and lateral rotation. The remainder of the

examination was negative except for slight

pharyngeal injection and questionable nuchal

rigidity.

Significant laboratory data were as follows:

hemoglobin 9.3 g/100 ml, hematocrit 27%,
white blood cell count 22,200/mm 3 with a left

shift and the sedimentation rate 101 mm/hr.
Cultures of the throat, blood, and stool re-

vealed no pathogens. The serum iron was 10

mcg/100 ml and TIBC 225 mg/100 ml. Hemo-
globin electrophoresis revealed 43% hemo-
globin C, and the sickle cell preparation was

negative.

X-rays of the left hip on the day of admis-

sion showed increase in the joint space with

no evidence of osseous lesions. Surgical ex-

ploration of the left hip joint was carried out

with smear and culture from the joint re-

vealing H. influenzae, Type B. The initial

antibiotic therapy was oxacillin and ampicil-

lin, but after identification of the pathogen,

oxacillin was discontinued and the patient

maintained on parenteral ampicillin, 300 mg/
kg/day for a period of twelve days, after which

he was placed on oral ampicillin. The patient’s

convalescence was uneventful; the tempera-

ture reached normal in four days and he was
discharged two weeks after admission.

In summary this previously healthy 14-

month-old, white male experienced the sudden

onset of fever, malaise, and left-sided limp.

Physical examination, x-ray findings, and sup-

portings laboratory data pointed to an acute

infectious process of the left hip which was
confirmed by surgical incision and drainage.

Cultures of the joint fluid revealed an H. in-

fluenzae. The patient responded to the ad-

ministration of ampicillin and surgical drain-

age of the hip.

Case No. 2

A 9-month-old, white male was admitted to

the Delaware Division for the first time with

a three-day history of fever and right-sided

limp.

The past medical history was unremarkable,

except for a persistent diaper rash of one

month’s duration, which on culture revealed

a Staphylococcus aureus.

Physical examination revealed an irritable,

9-month-old male with a noticeable limp.

Temperature was 40.7°C, respirations were 80

per minute, pulse 160 per minute, and weight

11.4 kg (25 pounds). The only significant

physical finding was severe pain noted on

passive abduction and rotation of the right

hip. There was no redness, swelling or local-

ized warmth. X-rays of the right hip revealed

widening of the joint space.

Significant laboratory data were as follows:

hemoglobin 11.4 g/100 ml, hematocrit 35%,
white blood cell count 13,100/mm 3

,
and the

sedimentation rate 98 mm/hr. Throat and

urine cultures and the initial blood culture

were negative.

Material aspirated from the right hip joint

grew H. influenzae Type B as did a second

blood culture drawn the day of admission.

Therapy was initiated with ampicillin (175

mg/kg/day) and oxacillin (100 mg/kg/day),

both drugs being given intravenously. Fol-

lowing identification of the H. influenzae by

culture the oxacillin was stopped and the am-

picillin continued.

The patient remained irritable and febrile,

and the aspiration of the right hip three days

after admission yielded 2 ml of purulent ma-

terial which was negative on culture. Persis-

tent fever prompted an unproductive reaspira-

tion attempt six days after admission. Eight

days after admission, incision and drainage

of the hip were performed and the ampicillin

dosage increased to 300 mg/kg/day. On the

tenth day the patient was afebrile and clinic-

ally improved. The patient continued to do

well, remained afebrile, and after seven days

was discharged on ampicillin 250 mg three

times daily intramuscularly. (This was given

to him by his mother.)
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In summary, this 9-month-old, white male

was admitted because of fever and right-sided

limp. Aspirate of the right hip as well as a

blood culture grew H. influenzae. The pa-

tient responded to ampicillin therapy and sur-

gical drainage of the hip.

Discussion

Septic arthritis is an acute illness usually

secondary to a focus of infection elsewhere in

the body and commonly associated with bac-

teremia. 3 >4
i
9‘n Hematogenous spread has been

considered the most common route of infec-

tion. 4 ’ 5 ’
10-12 This type of arthritis is character-

ized by bacterial invasion of the articular sur-

faces and a surprisingly rapid destruction of

cartilage and bone. 3 ’41013 Accordingly, this

disease should be included among the acute

surgical and medical emergencies.

Septic arthritis may occur at any age but

is most common in the newborn period and
during the latter part of the first year. This

fact is possibly related to minor or major

trauma accompanying increasing motor ac-

tivity at this age. The hip is the most com-

monly affected joint before two years of age

while the knee is more often involved after the

age of two. 5 In infants and small children the

pyarthrosis may be accompanied by septi-

cemia, 3 ’6 - 12 meningitis, 6 pneumonia or osteo-

myelitis. 3 ’4 ’6

A possible explanation for the frequent hip

involvement in the young infant has been of-

fered by Stetson, 12 who, in referring to work
by Truetta, 14 states “the proximal nutrient ar-

tery of the femur supplies the infant meta-

physis” and crosses over the epiphysis where
vascular lakes are formed at the articular sur-

faces; with calcification of the capital femoral

epiphysis, a relative separation of blood sup-

ply to that area occurs and greater suscepti-

bility to infection might be anticipated. It

has also been postulated that the synovial

membrane is more susceptible to infection. 12 - 13

Another possible factor has been that of intra-

articular pressure3 - 12 with the hip particularly

suspect as it is a weight-bearing joint.

H. influenzae infections have a peak inci-

dence in the age range of six months to four

years. 15 It is of interest that during the first

six months the bactericidal activity of the

blood disappears, coinciding with the in-

creased incidence of H. influenzae infec-

tions. 15 - 17 Immunity is usually attained by age

of four years, and the blood of older children

and adults is bactericidal for H. influenzae.

In addition to hematogenous spread, trauma

and direct extension from osteomyelitis of an

adjacent bone have been implicated as prim-

ary foci septic arthritis in H. influenzae infec-

tions. 5 - 16 In the newborn local infection of the

skin or umbilicus may be responsible, 1 - 3 ’ 5 while

in the older infants intragluteal injections and

femoral venipunctures have been implicated.

Diagnosis

Acute septic arthritis should be suspected

in any patient with an acute febrile illness ac-

companied by sudden onset of limp or refusal

to use an affected limb. The systemic signs

of infection are most apparent in the younger

infant. 4 - 16 Examination of the involved joint

will reveal restricted motion and muscle spasm

about the joint; with hip involvement the

thigh is held in flexion and passive motion

causes severe pain. 3 -4 - 10 In the older child the

pain may be referred to the medial aspect of

the thigh and the knee. 12 The characteristic

position of the hip is flexion, abduction, and

external rotation. 3 - 10 -
12 - 16

Confirmatory laboratory data may include

leukocytosis with shift to the left, increased

sedimentation rate, and a positive blood cul-

ture. 6 - 8 - 11 - 12 Radiological changes, if present,

may include capsular distention, subluxation,

widening of the joint space, and (with hip in-

volvement) lateral and upward displacement

of the femur. 2 - 3 -
4 - 10 - 12 Joint aspiration is indi-

cated to substantiate the diagnosis. 3 - 10 - 11 - 16 The
differential diagnosis should include traumatic

arthritis, acute nonspecific synovitis, tubercu-

lous synovitis, rheumatoid arthritis, and rheu-

matic fever. 5

Treatment

Early diagnosis and treatment are essential

since therapeutic results have been shown to

be directly proportional to the time between

the onset of symptoms and the start of effec-
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tive therapy. 12 - 16 This is particularly true in

the premature and newborn infant where im-

mediate therapy may minimize epiphyseal

damage. 12 The joint should be aspirated, the

aspirate gram stained, and cultures and sensi-

tivity studies performed. Surgical incision

and drainage of the joint may be neces-

sary. 4,5,12,16

If the infant is less than six months of age

and aspirate reveals gram-positive cocci, the

physician should administer methcillin, oxa-

cillin, or nafcillin while the identification of

gram-negative rods should prompt the addi-

tion of gentamicin or kanamycin.6 '8

In an infant six months to two years of age

and gram-positive cocci in the aspirate, a peni-

cillinase-resistant penicillin and penicillin-G

should be given pending culture results.6 *7 In

patients six months to four years of age re-

covery of gram-negative rods should prompt
ampicillin therapy. 3 ’7 In children older than

four years, the initial treatment of septic arth-

ritis should always include a penicillinase-

resistant penicillin.

The intra-articular use of antibiotics has

been suggested in the treatment of septic arth-

ritis, 18 but Nelson found identical or better

antibiotic levels in the joint fluid after intra-

venous or intramuscular doses of ampicillin,

methcillin, penicillin, and cephalothin. 8

Summary

The case histories of two children, one nine

months old and the other 14 months, with H.

influenzae infection of the hip have been pre-

sented. The clinical picture of acute suppura-

tive arthritis in children has been reviewed.

The increased importance of H. influenzae in-

fections of joint is emphasized along with the

need to include antibiotics effective against

this organism in the treatment regimen.
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MEDICAL SCHOOL SYNDROME

Medical schools have curriculumosis,

Giving their students a guarded prognosis

:

Classes and lectures, delivered didactically,

Won’t help young doctors perform Hippocratically.

Michael M. Stewart, M.D.,* Verses 1966-1971

*Dr. Stewart is Chief, Department of Ambulatory Care and Community Medicine, Mount Sinai
Hospital Services, City Hospital Center at Elmhurst, N.Y.
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MICROSTIX: INEXPENSIVE DETECTION

OF ASYMPTOMATIC BACTERIURIA

Robert W. Egdell, M.D.
Janet Clark, Ph.D.

Asymptomatic bacteriuria has been reported

in from two to seven percent of pregnant

women. 1 Approximately 25 percent of preg-

nant women with asymptomatic bacteriuria

subsequently develop an acute urinary tract

infection. 2-6 Prematurity has also been related

to asymptomatic bacteriuria. 2
-6 ’7 Kass found

that treatment of asymptomatic bacteriuria

prevents symptomatic infections and decreases

prematurity. 6 Therefore, a quick, inexpensive

method of detecting bacteriuria would have

wide application. Microstix* was investi-

gated for this reason, and the results were

compared with the results by routine urine

culture. (Table 1)

The Microstix is a plastic strip with three

reagent areas: a chemical test for urinary ni-

trite, a medium supporting the growth of all

aerobic bacteria, and a medium selective for

gram-negative bacilli. After incubation over-

night at 37°C, bacterial colonies appear as

pink spots, and the number of bacteria

may be approximated by comparing the den-

sity of the spots with a chart supplied by the

manufacturer. Growth on both media indi-

cates gram-negative organisms; growth on the

total growth medium only suggests contamin-

ation by gram-positive bacteria.

Methods

Patients reporting for their first prenatal

*Ames Company, Division of Miles Laboratories, Inc., Elkhart,
Indiana.

The opinion or assertions contained herein are those of the
authors, and are not to be construed as an official endorsement
or as reflecting the views of the US Navy Deparament.

Dr. Egdell, formerly a resident in the Department of Obstetrics/
Gynecology with the Wilmington Medical Center, is presently
serving with the US Navy.

Dr. Clark is Research Coordinator, Wilmington Medical Cen-
ter.

visit were asked to obtain a clean-catch urine

specimen. A Microstix was dipped into the

urine specimen. The test strip was then in-

cubated and interpreted by the Outpatient

Service personnel. The urine specimen was
also sent to the laboratory for routine quan-

titative culture on blood agar and eosin

methylene blue agar, and for urinalysis. All

patients were questioned for a history of pre-

vious urinary tract infection, flank pain, and
dysuria.

Results

Nintey-two consecutive prenatal patients

were evaluated, and eight cases of bacteriuria

(greater than 10 5 per ml) were detected by
the routine quantitative urine culture em-
ployed. (Table 1) Of these eight, two were

not detected by Microstix. One of these

grew Escherichia coli greater than 10 5 and
one a similar number of an unidentified strep-

tococcus. The Microstix indicated bacteri-

uria of greater than 10 5 per ml in nine cases.

In six of these the quantitative cultures were

also positive. One specimen had less than 104

gram-positive cocci (with 10 5 in total growth

area only), one 104 vaginal flora, and one speci-

men showed no bacteria by routine culture.

In four of the six urines positive by both

tests, the nitrate was reduced to nitrite and
also in one urine from a patient taking Azo
Gantrisin {Roche) who had no bacteriuria by
either method.

Twenty-one specimens (23%) showed more
than ten WBC/HPF. (Table 2) Four of

these had a significant number of E. coli by
both test methods. The patient with a posi-
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TABLE I

CORRELATION OF BACTERIURIA WITH DATA AND PROTEINURIA

/ /

BACTERIURIA WBC/HPF BACTERIA/HPF PROTEIN

Quantitative

Culture Microstix
T

Number Organism Total Gram Neg. Nitrite

>10' E. Coli 10' >10' 0 15-20 0 0
>10' E. Coli >10 5 >10 5 + 20-25 TNTC* 0
>10' Enterobacter > 10 s >10 5 0 1-4 MANY 0
>10' E. Coli >10 5 >10 s + 4-6 TNTC 0
>10^ E. Coli >10 s >10 5 + >100 TNTC 2+

/ >10' E. Coli >10 5 >10 5 4* 45-50 TNTC 1+
>10' E. Coli 0 0 0 1-3 0 0
>10' Streptococcus 10 2 0 0 8-10 0 TRACE

0 >10 s >10 5 0 3-4 0 TRACE
104 Vaginal Floray 10 s >10 s 0 >100 0 TRACE
103 Gm-^-Cocci >10 s 0 0 3-4 FEW 0

*Too numerous to count.

live Microstix and 104 vaginal flora had

greater than 100 WBC/HPF. (Table 1) Three

other patients had 104 bacteria per ml (two by
Microstix and one by culture). The remain-

ing thirteen urines were either sterile or

showed less than 104 bacteria per ml.

Fifteen urines (16%) contained trace to 2+
protein (11 trace). Five of these had positive

cultures, as seen in Table 1. Five other sterile

urines had greater than ten WBC/HPF. The
remaining five had no other abnormal findings.

Thirty-one urines (34%) were reported to

contain bacteria by microscopic examination.

Of the eleven containing large numbers of

bacteria, five were positive by both culture

techniques. The other six contained less than

104 bacteria per ml.

Symptoms of urinary tract infection were

reported by nineteeen patients (21%) : dy-

suria by four, flank pain by thirteen, and both

symptoms by two. Of these, only one, a pa-

tient with flank pain, had bacteriuria (which

was present by both techniques).

Discussion

While the need to detect urinary tract in-

fection is agreed upon, the best way is not

the easiest or least expensive way. Most ob-

servations agree, and it has been confirmed

by these data, that pyuria and albuminuria

frequently occur without significant bacteri-

uria. Bacteria seen during microscopic ex-

amination of urine may be infecting organisms

but also may be of vaginal or other origin.

Therefore, some culture technique is needed.

As screening tools to test all members of a

high-risk group such as pregnant women, semi-

quantitative micro culture techniques like

Microstix have the advantage of being simple

to use and relatively inexpensive. This par-

ticular method has the additional advantage

of utilizing two different culture media so that

total bacteria and gram-negative bacilli only

may each be semiquantitatively estimated.

This is very important in screening pregnant

women since few women can collect a sterile

clean-catch specimen. Cultures showing

greater than 10 5 organisms/ml in either area

of the Microstix should be investigated to

confirm the bacteriuria and to identify the or-

ganism. To determine if the growth is due

to infection or heavy contamination, a care-

fully obtained second specimen should be cul-

tured by routine techniques. Greater than

10 5 gram-positive organisms cannot be ignored

since pure cultures of enterococci or staphylo-

cocci may require treatment.
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TABLE 2

CORRELATION OF CULTURE AND
URINALYSIS RESULTS

Culture >10 3 (microstix or

quantitative)

Urinalysis Normal 4

Urinalysis Abnormal

Proteinuria only 2

Leukocytes >10/HPF only 2

Proteinuria and Leukocytes 3

Culture < 10 5 (microstix and

quantitative)

Urinalysis Normal 60

Urinalysis Abnormal

Proteinuria only 5

Leukocytes >10/HPF only 11

Proteinuria and Leukocytes 5

Six cultures in this series had 104 organisms

by the Microstix; three of these proved to be

104 mixed gram-positive organisms by routine

cultures, and the other three were less than

104 by routine culture, so Microstix showing

104 by total culture area probably do not re-

quire further investigations unless symptoms
are present.

The nitrite indicator area was positive in

only half of the positive cultures and pre-

sented a false positive in a patient on Azo
Gantrisin therapy with a negative culture.

However, the urine specimens in this study

were all collected in the Outpatient Depart-

ment; therefore it could be predicted that the

four hours of bladder incubation required for

formation of nitrite would be rare. Early

morning specimens would be best but present

the problem of the prevention of multipli-

cation of normal flora during transportation

to the hospital. A test giving an immediate

positive in the presence of significant bacteri-

uria would be desirable so that the treatment

could be promptly initiated. The nitrite test

does not appear to be reliable for this purpose

when used in diurnal specimens.

The failure of the Microstix to show bac-

terial colony formation in our study in two

specimens having greater than 10 5 organisms/

ml by routine culture is unfortunate. This

represents 25% of the positives by culture, a

figure not acceptable for a diagnostic test but

perhaps tolerable for a screening procedure.

More infected urines need to be examined to

determine if the number of false negatives

decreases, since the possibility of technical or

clerical error in our study can not be ruled

out. Three possible false positives are more
acceptable, since follow-up study in patients

with false positives would prevent unnecessary

treatment.

Symptoms were of no help in detecting bac-

teriuria. This points to the necessity of a

culture technique to detect bacteriuria in

asymptomatic women, especially those who
are pregnant.

The age of the infected patients was slightly

greater with 19% of the twenty- to thirty-

year-olds infected vs 8% of those in their

teens. In those with bacteriuria by either

method, six were gravida II (23% of total

gravida II), three were gravida I (7% of total

gravida I), one was gravida III (14% of

gravida III), and one was gravida VI (8%
of those gravida IV to gravida XIV). A pre-

vious history of urinary tract infection was
noted in only two patients, and they had no

bacteriuria at the time of testing. Ten of

the eleven patients with bacteriuria were in

their second trimester of pregnancy.

Conclusions

1. A significant incidence of asymptomatic

bacteriuria in prenatal patients was

demonstrated.

2. Abnormalities of urinalysis (pyuria, pro-

teinuria) in clean-catch urine specimens

did not correlate with significant bac-

teriuria.

3. Microstix is an inexpensive, simple-to-

perform and -read, fairly reliable means
of screening for bacteriuria, but the pa-

tients with positive tests should be re-

tested before therapy is begun. The de-

sign of the dip stick allows quantitation

of gram-negative rods as well as gram-

positive contaminants, so that only those
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patients having greater than 10 5 organ-

isms need be studied by rountine quan-

titative culture for identification of the

organism and antibiotic susceptibility.

Since false negatives may occur, patients

should be followed carefully.
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RELATIVE EFFICACY OF THREE LAXATIVES

IN POSTPARTUM HOSPITAL USE

Morton J. Adels, M.D.

The relative efficacy of three laxative prepar-

ations for use in postpartum hospital patients

was evaluated. Two casanthranol-containing

preparations (Dialose Plus—Stuart and Peri-

Colace—Mead Johnson) and one senna-con-

taining preparation (Senokot—Purdue Fred-

erick) were administered to three groups total-

ing 200 patients who were assigned at random.

Although there were no differences among the

treatment groups in the frequency of bowel

movements by the end of the third postpar-

tum day, the casanthranol preparations were

superior to the senna preparation in producing

with less straining earlier stools of softer

consistency. These differences were statis-

tically significant. Side effects consisted pri-

marily of abdominal griping or discomfort and
were reported by patients in all three groups.

Other possibile side effects were infrequent

and not considered to be a problem in patient

management.

Introduction

Early postpartum evacuation of a normal

stool simplifies patient management and

Dr. Adels is clinical instructor, Deparament of Obstetrics-
Gynecology, Baylor University College of Medicine, Houston,
Texas.

avoids the potentially dangerous sequelae of

constipation. Scott 1 and others2 ’ 3 have esti-

mated that 40 to 50% of women in the puer-

perium do not have a spontaneous bowel

movement by the fifth postpartum day. The
causes of this constipation include lack of

bulk resulting from the predelivery enema,

postpartum restrictions on diet and fluid in-

take, fear of straining and pain associated

with defecation after delivery, and the effect

of narcotics and other medications. A laxa-

tive agent for use in postpartum patients

should promote evacuation by the end of the

second or third day. The stool should be of

normal or soft consistency. There should be

little or no straining, and there should be

little abdominal 1 griping or discomfort.

In the present study, new formula Dialose®

Plus (Stuart), which contains casanthranol as

a peristalsis-stimulating agent, was tested

against two other widely prescribed laxative

preparations. One of the other preparations

contained casanthranol as a peristalsis-stimu-

lating agent; the other contained a standard-

ized senna concentrate. Our past experience

with these preparations led us to believe that
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the casanthranol - containing preparations

would have similar effects and be superior to

the senna preparation. The objective of the

study was, therefore, to obtain a statistically

valid evaluation of the effectiveness and side

effects of the three preparations.

Methods

Two hundred postpartum patients were as-

signed randomly to one of three drug groups.

In group I, 100 patients received Dialose®

Plus capsules*; in group II, 50 received Peri-

Colace® capsules**; in group III, 50 received

Senokot® tablets***. Dialose Plus and Peri-

Colace were administered two capsules per

day on retiring. Senokot was administered

two tablets per day, one tablet in the morning

and one tablet in the evening. Neither the

patient nor the physician was aware of the

identity of the drugs administered; however,

the nurses administering the drugs could

identify the medications.

The study objective for each patient was
a bowel movement by the end of the third

postpartum day. Patients who did not have

a spontaneous bowel movement by then were

considered treatment failures and given an
enema. For those having a bowel movement
by the end of the third day, the consistency

of stools was recorded as well as the patients’

reports of straining at the stool. The inci-

dence of abdominal griping and discomfort

and other adverse clinical symptoms were re-

corded for all patients.

Results

The patient allocations produced three

treatment groups which were comparable for

age, gravidity, parity, and type of anesthesia.

Chi-square analyses showed that there were
no significant differences among the groups

for any of these variables. Furthermore, there

were no differences among the groups in the

amount of postpartum analgesic medications

used.

*Dialose® Plus capsules, manufactured by Stuart Pharmaceu-
ticals, contain casanthranol, 30 mg; dioctyl sodium sulfosuc-
cinate, 100 mg; and sodium carboxymethylcellulose, 400 mg.

**Peri-Colace® capsules, manufactured by Mead Johnson Labora-
tories, contain casanthranol, 30 mg,, and dioctyl sodium sulfo-
succinate, 100 mg.

***Senokot® tablets, manufactured by the Purdue Frederick Co.,
contain standardized senna concentrate, 187 mg.

Slightly over 80% of the patients in each

group had a bowel movement by the end of

the third day without the use of enemas. The
number of such successful treatments in group

I was 82 (82%); in group II, there were 42

(84%); and in group III, there were 41

(82%). Day of first bowel movement, stool

consistency, and incidence of straining of the

patients having a bowel movement by the

third day are summarized in Table 1.

The responses to the two casanthranol-

containing preparations were similar but dif-

fered from responses to the senna preparation.

The casanthranol preparations produced

significantly earlier bowel movements (p<
.05) with stools of softer consistency (p<.01)
with less straining (p<.01) than did the senna

preparation. Among patients with bowel

movements, approximately 30% of those re-

ceiving the casanthranol preparations had

their first bowel movement by the end of the

second day whereas only 10% of those receiv-

ing the senna preparation had one that soon.

Over 90% of the patients receiving the casan-

thranol preparations reported normal or soft

stools compared with only 51% of those re-

ceiving the senna preparation. Less than 10%
of patients receiving casanthranol preparations

reported straining compared with 49% of those

receiving the senna preparation.

Table 2 shows the adverse clinical symp-

toms recorded for each group during the treat-

ment period. There does not appear to be a

significant clinical difference between the

treatment groups on any of the symptoms
reported. The most frequently reported ad-

verse symptoms were abdominal griping or

discomfort. These symptoms were attributed

to the peristaltic stimulation of the laxatives

and are expected as an unavoidable prelude

to defecation in some patients even without

medication.

The second most frequently mentioned ad-

verse symptom was headache. In almost every

case the headache was presumed to be a se-

quela of spinal or caudal anesthesia. Cystitis,

a common occurrence in the puerperium, was

observed next in frequency and was not

judged to be drug related.
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TABLE 1

TREATMENT RESPONSES OF PATIENTS HAVING BOWEL MOVEMENTS
BY END OF THIRD POSTPARTUM DAY

Group 1 Group II Group III

{ Dialose Plus) ( Peri-Colace) ( Senokot) Significance

Criteria No. (%) No. (%) No. (%) of chi-square

First bowel movement
by end of day 2

After day 2, before

22 (27) 14 (33) 4 (10) p< 05

end of day 3 60 (73) 28 (67) 37 (90)

Stool consistency

Normal to soft 79 (96) 39 (93) 21 (51) PC.01
Hard

Number reporting

3 ( 4) 3 ( 7) 20 (49)

straining 4 ( 5) 3 ( 7) 20 (49) PC.01

Note: Percentages are calculated on the basis of successful treatments only.

emia found in each group was as- preparations over the senna preparation

sumed to be pre-existing or from delivery-as-

sociated blood loss.

Pruritis and rash were reported by seven

of the 100 patients receiving Dialose Plus.

These may have been side effects of the drug;

in no patient were these symptoms considered

to be a serious problem.

There were four cases of nausea reported.

This is a common observation in patients in

the puerperium; however, all the nausea re-

ported occurred in patients receiving Dialose

Plus and thus cannot be ruled out as a pos-

sible side effect of the drug. Coccydynia, rec-

tal bleeding, muscle cramps, and sinusitis were

each reported once. None of these were

judged to be drug related but were considered

to result from a pre-existing condition or from
the circumstances connected with delivery.

In no instance was the laxative medication

discontinued because of any of the above-

mentioned clinical symptoms.

Comment

Although there was little difference between
the three agents in the overall frequency of

bowel movements they produced, the casan-

thranol preparations proved to be superior to

the senna preparation in producing earlier

stools of softer consistency with less straining.

An additional advantage of the casanthranol

cant quantities in mother’s milk giving rise

to undesirable symptoms in the nursing in-

fant.4

The softer stools from the patients receiv-

ing the casanthranol preparations are attribu-

table in part to the stool softening agent dio-

ctyl sodium sulfosuccinate contained in these

preparations. In addition, Dialose Plus has

a water retaining and lubricating agent,

sodium carboxymethylcellulose. This syn-

thetic cellulose gum has well-established use-

fulness as a colloid laxative agent. 5 -6 Although

the actual sodium content of a Dialose Plus

capsule is higher than that of both of the

other preparations as a result of the sodium

in the carboxymethylcellulose, very little is

absorbed. Eighty percent of the sodium in

Dialose Plus in excreted in the feces without

ever passing into the circulation.

Additional benefit for the postpartum pa-

tient may be gained by starting the medica-

tion immediately after delivery. However, as

noted by Kuntze, the use of laxative agents

does not obviate the need to counsel the pa-

tient regarding postpartum evacuation. The
patient should be assured that an early bowel

movement is highly desirable, that it will not

be unduly painful, and that the sutures will

not break or tear.
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TABLE 2

ADVERSE CLINICAL SYMPTOMS: NUMBERS OF PATIENTS REPORTING

Observations

Group 1

( Dialose Plus)

No. {%)

Group II

( Peri-Colace)

No. (%)

Group III

( Senokot)

No. (%

Abdominal griping or

discomfort 34 (34) 21 (42) 13 (26)

Headache 12 (12) 4 ( 8) 3 ( 6)

Anemia 4 ( 4) 2 ( 4) 5 (10)

Cystitis 4 ( 4) 3 ( 6) 1 ( 2)

Pruritis or rash 7 ( 7) 0 0

Nausea 4 ( 4) 0 0

Coccydynia 1 ( 1) 0 1 ( 2)

Rectal bleeding 1 ( 1) 0 0

Muscle cramps 1 ( 1) 0 0

Sinusitis 1 ( 1) 0 0

In summary this study sought to evaluate

the effectiveness of three laxative preparations

in postpartum patients. Two casanthranol-

containing preparations were found to be very

similar in their effects and superior to a senna

preparation in three important variables re-

lated to early postpartum evacuation. Side

effects consisted primarly of abdominal dis-

comfort and griping as reported by patients

in all three groups.
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SSSH BEFORE THE BABY

Small infants learn to understand human sounds much earlier than was at

one time believed possible, even though they do not begin to speak much before

they are fourteen months old. What and how a human being speaks is learned

largely from the members of his immediate cultural group. At the present time

there are more than three thousand languages in the world. Of these many
languages, the vast majority fall into about thirty-five unrelated linguistic

stocks or families.

Ashley Montagu
Man, His First Two Million Years
Columbia University Press, 1969
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RECENT ADVANCES IN ALLERGY
Patricia A. Nell, M.D., Chief, Allergy

Department, St. Christopher's Hospital for

Children, Philadelphia. Presented at Pedia-

tric Conference, Wilmington Medical Center,

February 27, 1974.

RAST: RADIOALLERGOSORBENT TEST

Testing for allergy has evolved over the last

seventy years from the first technique of tak-

ing serum from a patient, injecting it into a

non-allergic individual and then skin-testing

the latter individual twenty-four hours later

with the suspected antigen—the Prausnitz

and Kustner or PK test. Subsequently, test-

ing was done directly using either a scratch

or prick method and a drop of antigen on the

skin of the suspected allergic patient. The
use of intradermal testing with more dilute

antigens followed and is still used today by
some investigators as an indication of what
concentration of material to start injection

therapy.

The most recent aid to the evaluation of al-

lergy has been in vitro study using the pa-

tient’s serum and a modified Coombs’ test as

a means of detecting antibody response to an-

tigen. This test, known as a radioallergosorb-

ent test or RAST procedure, requires fairly

well purified antigens. Explained in the simp-

lest terms, it involves the use of cellulose or

cellulose disks treated to allow the adherence

of a specific antigen to its surface. These cel-

lulose particles or disks are incubated with

the patient’s serum, subsequently adding an

anti-IgE antiserum which is tagged with

radioactive iodine. After appropriate wash-

ings and counting by scintillation counter or

Gamma counter, one is able to determine in

serial dilutions the response of the individual’s

IgE to the specific antigen. With potent an-

tigens of purified standards, this test is reliable

in 75% of instances and is reproducible with-

in a 20% margin of error in a research labora-

tory. There is a suggestion that blocking

antibody does interfere with the tests results.

It appears at this time that this test would

not replace skin-testing as a routine. However,

it definitely has application where skin test-

ing is contraindicated and as a test of anti-

genicity and specificity of allergy extracts.

PULMONARY FUNCTION

Today there are a number of portable

machines for testing pulmonary function.

Some measure maximal expiratory flow rate;

others measure vital capacity which, because

it is timed, will allow measurement of forced

expiratory volume. These serve as good

screens of pulmonary function but do not de-

tect more subtle defects. This is particularly

true of obstruction of small peripheral airways

less than 1 mm in diameter. Recently there

has been increased interest in this type of ob-

struction, and a number of techniques for de-

tecting it have evolved. One uses a bolus of

radioactive xenon which detects the lung

volume at which the dependent lung zones

cease to ventilate, presumably as a result of

small airway closures. Another technique

uses a bolus of argon, which is allowed to mix

in the lung after which a slow vital capacity

expiration is obtained. This technique demon-

strates four phases of respiration:

1. The dead space gas.

2. The mixed alveolar and dead space gas.

3. The alveolar plateau.

4. A terminal and abrupt rise of expired

argon.

The junction between the alveolar plateau

and the abrupt rise in expired argon is the
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closing volume or the lung volume at which

the dependent airways start to close; an in-

creased closing volume suggests premature

closure.

As with other pulmonary function studies,

interpretation is dependent upon age.

BETA ADRENERGIC BLOCKADE AND
AUTONOMIC NERVOUS SYSTEM IMBALANCE

The concept of abnormality of beta block-

ade has been expanded by Sventzivani, Reed,

and others as an abnormality closely related

to the adenyl cyclase system. Tissues which

have shown abnormal responses to epine-

phrine in patients with asthma include leuko-

cytes, platelets, bronchial muscle, and epi-

dermis. The “hypothetical defect in cyclic

AMP response in eczema or pertussis-treated

mice could result from a decrease in available

receptors for catecholamines, a change of the

phospholipid component in the plasma mem-
branes, or the catalytic subunit of adenyl

cyclase.” 1

Figure 1 is a diagram showing interactions

of the beta receptors, antigen, the intracellular

or cell membrane enzyme systems, and the

effect of the autonomic nervous system. In

the mast cell as in the airway it appears that

the balance between cholinergic and beta

adrenergic blockade, as well as the balance

between alpha and beta stimulants, may play

a critical homeostatic role. This imbalance

may be from a defect in the cell membrane
enzyme system or, in a few individuals, may
be an intracellular defect.

REFERENCES

1. Reed C: J Allergy and Clinical Immunology 53:37, 1974.

Antigen
+

IgE

FIGURE 1

Ag IgE INDUCED RELEASE OF CHEMICAL MEDIATORS

acetylcholine or
Carbachol

atropine

Cholinergic Receotors
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INTRALESIONAL BCG IN THE
TREATMENT OF METASTATIC
MALIGNANT MELANOMA
Michael J. Mastrangelo, M.D., The

American Oncologic Hospital, Philadelphia.

Adapted from a presentation to the Wilming-

ton Medical Center Department of Medicine.

Patients with clinical evidence of neoplasms

are generally unable to mount a therapeutic-

ally adequate immune response to the anti-

gens produced by those neoplasms. In order

to increase the host response to a therapeutic

level, immunotherapy has been utilized. Ba-

cillus Calmette-Guerin (BCG) is one form of

immunotherapy that has been studied in pa-

tients with malignant melanoma. In one series

of patients with metastic melanoma, immu-

nizing doses of BCG were administered intra-

lesionally. After a minimum of five injections,

significant or even complete remission was

noted in one third of the patients. However,

significant regression was limited to patients

with dermal lesions. Age, sex, and race are

unrelated to tumor response. Pretreatment

evaluation of the functional status of the pa-

tient’s immune system also disclosed no dif-

ference between those who did or did not re-

spond to BCG. The moderate influenza-like

systemic reaction to the treatment was also

unrelated to tumor response.

In vitro studies showed that during BCG
therapy, lymphocyte cytotoxicity in the pres-

ence of the patient’s serum generally corres-

ponded to the clinical response.

Joan Donoho

£ «« «?
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To the Editor:

The etiology, prevention, and treatment of

juvenile delinquency have been the foci of

social concerns for ages and the object of

scores of books and hundreds of articles. We
still do not know what causes delinquency,

how to prevent it, or how to resocialize the of-

fender. No doubt, each writer, over the years,

has felt that his writing was noteworthy and
provided a worthwhile contribution to one of

our foremost social problems. Unfortunately,

the paper by Calvin J. Frederick, Ph.D., (Cur-

rent Concepts in the Treatment of the Juv-

enile Offender, Delaware Medical Journal,

June, 1974), missed the mark by attempting

to cover too much ground in too short a space.

Dr. Frederick is quite correct in emphasiz-

ing the punishment syndrome of our society.

Moreover, the assignment of responsibility to

adolescents is crucial to the taking on of use-

ful roles; but as yet no evidence of this being

related to delinquency prevention exists.

Theories on delinquency usually fall into

one of three categories: biogenic, psychogenic,

and sociogenic. Dr. Frederick deals with

three, all sociological in nature; it would have

been appropriate to touch on several of the

biogenic and psychogenic theories.

In terms of management and treatment

methods, Dr. Frederick does outline some

which are innovative and show signs of prom-

ise. The inclusion of the Highfields model

(probably the most emulated program today),

the therapeutic community (Synonon model),

the primary group model and contract-mak-

ing, would have made his presentation more

comprehensive.

Contrary to what is attributed to Gottfred-

son, we can agree to specific objectives, build
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information bases and provide evaluation pro-

grams and still be inefficient, inhumane, and

confused.

In summary, Dr. Frederick’s paper provides

some cursory information about juvenile de-

linquency. However, by attempting to deal

with too many areas he fails to deal with any

one adequately.

Anthony W. Salerno

Acting Director of

Juvenile Corrections

Ferris School for Boys

% % &

To the Editor:

Several physicians have telephoned the Di-

vision of Public Health regarding our State-

wide Hearing Conservation Program, com-

plaining that patients have had a tonsillec-

tomy and/or adenoidectomy through this

State program without proper medical/sur-

gical indications. I wish to bring to the at-

tention of all physicians that it is the Division

of Public Health policy that all Otolaryngolo-

gists performing T/A on this State program

shall adhere to the “Guidelines Established

by the Peer Review and Professional Evalu-

ation Committee, Medical Society of Dela-

ware.” The guideline covering tonsillectomy

and/or adenoidectomy follows.

Guideline No. 10 — The indications for

tonsillectomy and/or adenoidectomy:

1. After an acute peritonsillary abscess

2. Chronic or recurrent serious otitis media

with hearing impairment

3. Recurrent tonsillitis especially if due to

Group A Beta Hemolytic Streptococcus,

and especially if the patient is allergic

to penicillin

4. Obstruction of airways by hypertrophied

adenoid tissue resulting in either heart

failure or growth failure, or adenoidal

facies

The following are not considered indica-

tions for tonsillectomy and/or adenoidectomy:

1. Asthma
2. Chronic hoarseness

3. Recurrent epistaxis

4. Frequent upper respiratory infections

5. “Big Tonsils”

The attending physician has a particular

responsibility to observe these indications

when more than one member of the same
family is scheduled for this type of surgery

at the same time.

Edward F. Gliwa, M.D.
Acting Director, Division of Public Health

V£ 15

To the Editor:

RE: “The New Doctoring, Save and Be
Sued?”, Delaware Medical Journal, June

1974.

While it certainly is disastrous when a phy-

sician is sued, I think perhaps, we need not

take this as a personal reprimand. It is con-

ceivable as a sign of the times, that despite

any lack of culpability on the part of the

physician, a person who has had a bad result

from a treatment may seek remuneration as

a help in caring for those bad results, and

the remuneration would be awarded. This is

especially true with children.

However, the point of the article, namely,

greater communication between the physician

and the patient, is very, very well taken.

R. Walter Powell, M.D.

RAISON D’ETRE

It must be constantly remembered that excellent patient care is the sole reason

for the existence of any physician or any licensing board. When that care is

compromised for any reason, then opprobrium falls on the entire profession.

July, 1974

M. E. Trout, M.D., J.D.

Ideas Whose Time Has Come, Federation Bulletin, July, 1973
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CAN PEDIATRICIANS REALLY HACK IT?

A Pilot Study: Private Physician Cooperation

with State Health Agencies

As Chairman of the Committee of Infec-

tious Disease of the Delaware Chapter of the

American Academy of Pediatrics, I have en-

tered into dialogues with officials of the Di-

vision of Public Health of Delaware to find

methods by which a closer liaison can be ob-

tained between the private practicing phy-

sicians of this State and those State officials

who are responsible for the “general overview”

of health in Delaware.

Two pilot studies have been designed to

evaluate (1) physician cooperation and (2)

the making of general health statistics more
concise and truly representative.

State health authorities send out a biweekly

morbidity report, the significance of their

data being highly questionable in that figures

given are woefully low in terms of true disease

reporting, a reflection of the extremely low

reportings by private physicians in the State.

Granted filling out one more form(s) is not

something any hurried and harried physician

wants. However, if the individual practi-

tioner professes concern for the health of the

general population and not just for the mem-
bers within his limited practice, then some of

his time and effort must be given in support

of the former philosophy.

In order to keep such clerical efforts to a

minimum, the morbidity reporting card has

been revised (Figure 1) so that the attending

physician has only to write in the diagnosis

(checking “certain,” “probable,” or “sus-

pected”), and any other comments he wants

to add. The rest of the card will be filled out

by the patient or the accompanying parent.

The accumulated cards will be forwarded to

County Health Units weekly. The Division

of Public Health will keep physicians supplied

with cards and envelopes, entering the phy-

sician’s number on the cards beforehand.

The second aspect of this cooperative ven-

ture deals with “Operation Update,” which is

an effort to gather up-to-date immunization

facts on Delaware’s population, especially chil-

dren. How many physicians and parents are

frustrated by not knowing the exact immuni-
zation status of children (eg, those who move
in from a different state, those who have re-

ceived immunization at different locales,

etc.)? How many physicians and parents are

frustrated by having to repeatedly fill out

FIGURE 1

i
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SPECIAL FREE OFFER FOR PRESCHOOL CHILDREN
Parents now must show a record of their children’s baby shots before entering
school. If you don’t have a record, please DON’T call your doctor — let the

Division of Public Health do it for you! We will get the record and mail it to you
together with a FREE Birth/Health Identification card ($2.50 value). Offer is

good only for children six years of age and under!

JUST FILL OUT THIS CARD AND DROP IT IN THE MAIL

CHILD’S NAME

BIRTHDATE RIRTHPLAOF,

CHILD’S DOCTOR
OR CLINIC

LOCATION

PARENTS' PHONE SCHOOL DISTRICT

PARENT’S NAME

STREET ADDRESS

CITY OR TOWN DF.I.AWARE 7,TP

AVOID THE FUSS ~ LEAVE T1IE CHECKING TO US!
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immunization data requested by school health

forms? Haw many children in the State of

Delaware have not been properly immunized?

The Division of Public Health through its

Bureau of Disease Control will inaugurate

efforts to answer these questions. In Sep-

tember, 1974, parents of newly entering school

students in Delaware will have to show com-

pliance with the new immunization regula-

tion.* It is estimated that approximately

*It should be pointed out that the author personally has very
strong negative feelings about this 1984-like dictatorial policy

of “compliance”—but that philosophical argument would be
another article in itself

!

4000 children are without proper immuniza-

tion records. The prospect of being besieged

by parents, coming in and calling individually

for records, would undoubtedly and under-

standably be unpopular with private physi-

cians and public clinics because of the dis-

ruptive effects on office and clinic routine.

Therefore, a program is suggested which will

coordinate transfer of immunization data

from physicians to parents to schools, hope-

fully so that school regulation may be imple-

mented smoothly and fairly without disrupt-

ing offices or clinics.

FIGURE 2

( Back Side)

TO THE PATIENT:

By helping yaur doctor complete this report, you enable him to devote more time to your

medical care.

At the same time, you are helping your doctor, in cooperation with the Division of Public

Health, to study the spread of your particular illness in Delaware.

In this way, preventive measures can be carried out, when necessary, to keep you and others

in your community from getting sick again.

THANK YOU!

NAME

BIRTHDATE BIRTHPLACE

STREET ADDRESS

CITY STATE

PHONE

ZIP

STATE FILE NO. M.A.P. NO.

S.S. ID NO.

OPTIONAL INFORMATION

PHYSICIAN DATE OF REPORT
THIS DIAGNOSIS IS:

CERTAIN PROBABLE

SUSPECTED, NEEDS FOLLOW-UP ONSET DATE

PHYSICTAN'S COMMENTS

NOTIFIABLE DISEASE REPORT
K THE APPROPRIATE BOX)

CHICKENPOX

CONGENITAL RUBELLA SYNDROME
DIPHTHERIA

DYSENTERY, ALL TYPES

ENCEPHALITIS, PRIMARY

ENCEPHALITIS. PO ST - I N F E CT I O U S

GONORRHEA
HEPATITIS A (VIRAL)

HEPATITIS B (SERUM)

INFLUENZA

LEAD POISONING

D MEASLES
MENINGITIS, ASEPTIC

MENINGITIS, MENINGOCOCCAL

MENINGITIS, OTHER BACTERIAL

MUMPS
NEOPLASMS

RHEUMATIC FEVER

ROCKY MOUNTAIN SPOTTED FEVER

RUBELLA

SALMONELLOSIS-TYPHOID FEVER

SALMONELLOSIS- OTHER
STREPTOCOCCAL INFECTIONS

SCARLET FEVER

STREPTOCOCCAL INFECTIONS
SORE THROAT

SYPHILIS

TUBERCULOSIS, NEW ACTIVE

WHOOPING COUGH
OTHER .

( Front Side

)
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Therefore, the Division of Public Health,

in conjunction with the Department of Public

Instruction, will conduct a publicity campaign

this summer, to remind people of the “com-

pliance” regulation, but encouraging them

not to call or visit their doctors’ offices directly

if they need a child’s immunization record.

Instead, a special Record Request form

(Figure 2) in the form of a prepaid postcard,

will be available in public and commercial es-

tablishments, with parents being encouraged

to fill out this form and forward it to Dover

in the mail. These application forms will be

collected by the Immunization Program,

which will periodically call physicians’ offices

to obtain immunization data on several chil-

dren, the physician’s assistants taking down

the names and then checking the appropriate

records at her convenience, either forwarding

the requested data by phone or by mail. The
Immunization Program will then send a copy

of the record to the requesting parent, includ-

ing a plastic birth/health I.D. card. An ad-

ditional copy of each record will then be sent

directly to the child’s school if the parent so

indicates on the initial form. Finally, the

immunization data collected will be entered

into a Central Register so that future requests

for immunization information by school au-

thorities, other outside state requests, etc.,

can be filled without petitioning the physician

each time. Thus, physicians will not be be-

sieged repeatedly by calls and visits from par-

ents needing records, and future requests for

the same information will be honored by the

Immunization Program without the physi-

cians being bothered again.

There is no question that these two pilot

studies require physician cooperation, time,

and effort. Agents* for Public Health main-

tenance and surveillance have given of their

time and efforts to set up the methodology
and they will continue to do so, but the “mid-

dle man” (the “x” factor in arriving at a suc-

cessful equation of success) is the physician.

At the present, the segment of physicians

chosen to prove whether such an undertaking

*Those actively involved in the methodology on the State level
are: Ernest Tierkel, V.M.D., Bureau of Disease Control, and
Hugh L. Blumen, Bureau of Disease Control and the Public
Health Service. Yvonne Russell, M.D., formerly Deputy Direc-
tor, Division of Public Health, also was involved in the project.

can be successful or not is the pediatric group.

Pediatricians verbalize, nationally and per-

sonally, their concern for all children’s health

and problems. The Delaware Chapter of the

American Academy of Pediatrics prides itself

on the cooperation, fellowship, and closeness

of its members in carrying out altruistic goals

without financial remuneration in order to

increase the health maintenance of children.

The challenge is now openly given to them to

allow them the opportunity to show their fel-

low physicians and fellow citizens of the State

of Delaware that they can match their re-

peated verbalizations with actions, leading to

the success of both pilot study groups.

Warren R. Johnson, M.D.

MS

PHYSICIANS’ ASSISTANTS

The medical manpower requirement is in-

creasing rapidly as medical colleges fail to pro-

duce adequate numbers of physicians to care

for an exploding population. Physican assist-

ants and nurse practitioners are being trained

in small numbers in an attempt to offset this

manpower deficit. Unfortunately, the con-

tribution of such programs is pitifully small

when compared to the total need. It is sur-

prising that we have been slow to appreciate

an essentially untapped resource, already

trained and motivated towards patient care,

the registered nurse.

The professional role of many R.N.’s falls

far short of the nurse’s initial aspirations. In-

stead of close patient contact which utilizes

nursing education and developed skills, one

often finds either an unskilled, mundane, non-

professional job such as dispensing immuniza-

tions, chaperoning female examinations, and

emptying bedpans or an administrative posi-

tion filled with bureaucratic paperwork but

devoid of exposure to sick persons.

It is clearly time for the registered nurse’s

role to be drastically expanded. The inter-

ested nurse should be provided protocols to

manage chronically ill patients with certain

specified diseases. Diabetes, hypertension,

viral URI’s, rheumatoid arthritis, obesity, and
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perhaps compensated congestive heart failure

are but a few such illnesses which could be

managed effectively, including evaluation of

clinical status, interpretation of laboratory

tests, and modification of established therapy.

There should be direct physician supervision,

and the nurse should feel free to turn to the

physician whenever necessary to insure safe,

high quality medical care. Office revisits could

be scheduled. These hours could coincide

with the supervising physician’s office hours

to insure the physician’s availability to answer

questions which arise. A professional fee

should be charged, a reasonable portion of

which could be returned to the nurse provid-

ing the service, thereby increasing the nurse’s

salary to a level commensurate with training.

Hence the office practice (which is where

the bulk of this country’s medical care is pro-

vided) of general medicine and pediatrics

could assume the character of a highly organ-

ized team effort composed of nurse and phy-

sician. This is in contradistinction to today’s

typical office practice which reflects only the

physician. More patients could be managed,

the physician could attend more acutely ill

and difficult patients, and the nurse’s poten-

tial could be realized.

One might question the patient reaction to

this change in medical delivery. Acceptance

of the nurse practitioner by patients has been

evaluated and found to be uniformly high, the

thought being that the practitioner must be

competent or the physician wouldn’t have
selected him (her). Indeed, many physicians

have successfully utilized this mechanism of

nurse visitation on a small scale for years.

There is a large corps of trained, dedicated,

but unemployed nurses who could be attracted

back into nursing if the career were expanded
accordingly, particularly if there were signifi-

cant remuneration. If the numbers were large,

think of the tremendous impact on our health

care system! There would be more profes-

sional persons to shoulder the load of patient

care. More persons would be attracted to a

nursing career as nurses would be more ful-

filled, challenged, and less frustrated. Patient

costs should be reduced and physicians stimu-

lated to teach and hopefully less fatigued by

overly crowded work schedules. Finally, pa-

tients should encounter a comprehensive spirit

of flexibility, cooperation, and shared concern

in an organization broader than previously ex-

perienced.

R.H.M.

£ £ £

BODY LANGUAGE

The State of Delaware in May 1970 en-

acted a Uniform Anatomical Gifts Act which

is similar in major respects to what has been

passed in all fifty states and the District of

Columbia. Since that time a number of in-

dividuals, eighteen years of age or over and

of sound mind, have chosen to make gifts of

their bodies or parts thereof under the pro-

visions of this act for the benefit of medical

science. At the present time the Medical

Council of Delaware has on file a list of about

one hundred and fifty prospective donors. In

addition another twenty to thirty persons pre-

viously listed have died; their bodies have

been utilized for various scientific, educa-

tional, and transplant purposes and their

names deleted from the current list.

In Delaware the Wilmington Medical Cen-

ter is the largest single institutional recipient

of bodies under the provisions of this Act.

However, on occasion the bodies are given to

medical schools in Pennsylvania by arrange-

ment either individual or through institu-

tional associations and supervised in certain

circumstances by the Pennsylvania Anatomi-

cal Board, which regulates the assignment of

bodies to the medical schools in that State

and which arranges the ultimate disposition

of the body when no longer needed unless it

is to be returned for burial or cremation by
the family at their request and expense. In

Delaware the Act empowers the Medical

Council to arrange for burial at an expense no
greater than $100.00 at the completion of the

scientific use and if the family does not wish

to arrange the interment.

Most of the current use made of bodies

donated in Delaware is for anatomical dissec-
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tion by medical students, interns, and resi-

dents as part of their medical education, such

dissection being under the instruction of a

trained anatomist on the faculty of a recog-

nized medical school. There is also wide-

spread use of the eyes for banking of such

eyes to be used for corneal transplants. A
program for the procurement of kidneys and

other tissues for banking and for transplant

purposes from bodies willed in Delaware

for anatomical purposes under this Act is as

yet in the planning stage and in the near

future would probably take place in conjunc-

tion with the programs being developed at

one or more of the medical schools in Phila-

delphia.

Participation by any person eighteen years

of age or over and of sound mind is made easy

since the Medical Council through its offices

in the Jesse S. Cooper Building in Dover,

Delaware, will provide a simple will form and
a personal card which, when executed accord-

ing to the directions provided, creates a proper

legal instrument for the carrying out of the

donor’s wishes insofar as the disposition of his

body after death is concerned.

Three things should be clearly understood.

One, the donor may revoke his will if he so

desires. Two, the donor’s rights are para-

mount except where provisions of the State

autopsy law prevail such as in cases of death

by violence or under suspicious circumstances

where the attending physician (if there is one)

is not certain as to the cause of death. Three,

the donee (the recipient hospital or medical

school or transplant surgeon) may reject the

gift of the body or parts thereof and at which

time the surviving spouse or next of kin is

obliged to bury or cremate the body as if no

donation had occurred.

The law contains other provisions which

assure that no one involved in the donation

and receipt of the body for any purpose speci-

fied shall have any monetary interest or bene-

fit in the proceedings. The gift is effective

only at death. These provisions of the will

are effective without waiting for probate. The

donor should reveal his intentions not only to

his doctor but to close friends and members

of his immediate family so as to afford the

best opportunity for effective implementation

of his wishes after death has been pronounced

by a licensed physician.

In general, the Act has already proven its

worth both from the educational as well as

its somewhat limited organ transplant appli-

cation in Delaware. Further amplifications

of its use can be foreseen as more persons

make their bodies available and as medical

education and transplant techniques become

more extensive and commonplace in Delaware

sometime in the future.

Norman L. Cannon, M.D.

SURGICAL SAYINGS

The lowest mortality and fewest complications result from the removal of

normal organs.

Mark M. Ravitch, M.D.

Professor of Surgery

University of Pittsburgh

Medical Times, August, 1973
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WE’RE WORKING FOR YOU

The question “What does the Association

do for me?” is one which comes often to mind,

less often to lips, when the time comes around

for the member of a professional or trade or-

ganization to write his check for annual dues.

It is a legitimate question, particularly so

in the case of a professional society of physi-

cians, having a low profile and composed of

people whose work is jealous of their time and

energy.

It seems safe to say that a great many of

the members of the Medical Society of Dela-

ware lack information, in varying degrees,

about what the Society does and how it does

it. The story cannot be told in a single article,

but a beginning will be attempted here, to be

followed up in later issues of the Journal. A
simple list of the activities of the Society and
the services which it performs for its mem-
bers would take up the remainder of the space

allotted to this writer. The list would include

but would not be limited to sponsoring a pro-

gram of group malpractice insurance with

machinery to prevent arbitrary cancellation;

sponsoring continuing medical education on a

statewide basis; mediation and coordination

between physicians and Blue Cross-Blue

Shield; sponsoring jointly with the Delaware
Bar Association a medical malpractice screen-

ing panel.

A primary function of the Society, as with

other professional associations, is to represent

the profession to the public. In an everyday

sense, this takes many forms, one of the most

important of which is in the field of legisla-

tion.

While the General Assembly is in session

your staff follow every bill that is introduced

in either house, in order to glean those which

affect the public health, the practice of medi-

cine, or other subjects of concern to the pro-

fession. In the case of legislation of such

moment as the new Medical Practice Act, re-

cently before the Legislature, the Society

takes an active consulting part in the drafting

of the legislation.

Another public relations activity of the

Medical Society is the sponsorship of a weekly

TV program and a weekly radio program, each

devoted to promoting greater public under-

standing of medical and health matters.

Your staff was instrumental in developing

the formal plans necessary to qualify as a

Conditionally Designated Professional Stand-

ards Review Organization for the Delaware

Foundation for Medical Care.

We are now in the process of getting ready

for the 185th Annual Meeting to be held

October 25-26, 1974.

Executive Director
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Soofe d^evlewd
FAMILY PRACTICE by H. F. Conn, R. E. Rakel and

T. W. Johnson, W. B. Saunders, Philadelphia,

1973. 1093 pp. Price $29.50.

The idea of having a textbook of Family

Practice was so logical that it had to happen.

This emerging new specialty could never be

complete without it. The idea that it could

be written largely by family physicians, and

written well, might have sounded preposter-

ous. Not any longer. Conn, Rakel, and

Johnson’s new textbook has been around now

for almost a year, long enough for me to read

much of it. And, although it has some faults,

its chief value probably lies in the attitudes

about medical practice that it conveys, and

in the fact that it will have the force of official

sanction by highly respected and now ever-

better-known teachers of Family Medicine

countrywide for those attitudes. It’s not bad

on factual material either and should be use-

ful in preparation for Family Practice Boards.

All of the first third of the book is new,

and therein the authors, mostly practicing

and teaching family doctors, range widely in

their discussion of the family and its health

problems from societal, cultural, and be-

havioral aspects. Community medicine and

its relationship to family medicine, the utili-

zation of community resources by the family

physicians, the team approach to health care,

and the family doctor’s partnership with allied

health personnel, they get these all together.

The sections on interviewing techniques and

sexual counseling I thought especially good;

although the gay community would not ap-

prove of the book’s position regarding it, it’s

probably one most of us share.

The largest part of the book is an updated

version of the older text by Cecil and Conn,

“The Specialties in General Practice,” with

internal medicine excluded, no doubt both in

the interest of keeping the book manageable

in size and weight and with the awareness

that this subject is already very well covered

in existing texts.

All in all it is recommended as a useful ref-

erence work. It should serve as the inspira-

tion to students that its authors intend it to

be, and it is also a worthy 1st Edition in what
will surely become a textbook of distinguished

tradition.

Dene T. Walters, M.D.

as as as

HYPERPARATHYROIDISM by Edward Paloyan,

M.D., Ann M. Lawrence, M.D., and Francis H.

Straus, M.D., Grune and Stratton, New York, 1973.

232 pp. 81 illus. Price $16.00.

The tiny parathyroid glands (average total

weight in adults 135+15 mg) have potent en-

docrine activity. Hyperparathyroidism is

now an “in” disease. The prevalence of the

SMA panel, because of the Technicon Com-
pany’s decision to include in it serum calcium,

is making hyperparathyroidism a diagnostic

possibilty in many who have neither “moans,

stones, nor (bad) bones.” This book, one of

the series of Modern Surgical Monographs, is

a distillation of parathyroid experience in the

era just past—the era before renal dialysis and

tertiary hyperparathyroidism, and before ra-

dio-immune assay of parathyroid hormone
(Although these authors do, the cognoscenti

do not say “parathormone”; that’s a trade

name, like Kleenex).

This is a readable book, full of roundsman-

ship possibilities: the parathyroid glands were

first identified and named by Sir Richard

Owens who dissected them out of a rhinoceros

in 1852; tetany secondary to their extirpation

was first described in 1908 (rats); the first

successful parathyroidectomy for hyperactiv-

ity in man was performed in 1925.

In addition to the trivial and the historic,

this book is a comprehensive and useful dis-

cussion of this interesting disease. Recom-
mended for surgical and medical types—for

anyone who willfully or because he can’t help

it, gets SMA/12 results.

Bernadine Z. Paulshock, M.D.
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Speakers on Speakers for August, 1974 on the Tuesday radio program (11:05 a.m.,

“Ask the Doctor” WDEL) produced by the Medical Society of Delaware are: August 6,

Richard Kester, M.D., Psychiatric Facilities in Delaware; August 13,

Henry A. Clagett, Jr., M.D., Coronary Artery Disease; August 20, Robert

Altschuler, M.D., Hypertension; August 27, Richard T. D’Alonzo, M.D.,

Total Joint Replacement.

In the News Marjorie J. McKusick, M.D. has been appointed Director of Student

Health Services for the University of Delaware. She will assume her new
duties August 15th.

E. Wayne Martz, M.D. has been elected President of the Delaware Heart

Association. Alfred E. Bacon, Jr., M.D. was elected to honorary life

membership on the Board of Directors.

Walter L. Bailey, M.D. and Richard T. D’Alonzo, M.D. presented a

jointly-prepared paper on “The Operative Treatment of Recurrent Dis-

location of the Shoulder,” before a meeting of the Association of Bone
and Joint Surgeons, June 18th, at the Copley Plaza Hotel in Boston.

CLINICAL NOTICES AND MEETINGS

American College of The Postgraduate Medical Education Committee of the American College of Chest

Chest Physicians Physicians announces the following Postgraduate Programs: September 10-13,

1974, “International Symposium on Asthma,” at Pacific Grove, California. Course

Director: Myron Stein, M.D.; September 19-21, 1974, “Hypoximic Respiratory

Failure: Mechanisms and Management,” at the University of Michigan Medical

Center, Ann Arbor, Michigan. Course Director: John G. Weg, M.D.; September

19-20, 1974, “Flexible Fiberoptic Bronchoscopy—Clinical Experience and Practical

Workshop,” at East Meadow, Long Island, New York. Course Director: Oscar

Cunanan, M.D.

Tumor Seminar

Pastoral Care

American College
of Physicians

July, 1974

The Second W. Franklin Keim Memorial Seminar will be held at the United Hos-

pitals Medical Center, Newark Eye and Ear Infirmary Unit, Newark, New Jersey

on October 17-19, 1974, on “Pathology and Surgery of Head and Neck Tumors.”
For more information write: K. H. Han, M.D., Department of Otolaryngology,

United Hospitals Medical Center, 15 South 9th Street, Newark, New Jersey, 07107.

A seminar on “Management of the Dying Patient” will be held on September 11,

1974, 1:30 to 3:30 p.m., at the Delaware Academy of Medicine, for the Medical-

Dental Staff, Interns, and Residents of the Wilmington Medical Center. A two-

day conference on “The Essence of Life and Death” will be held September 12-13,

1974, at the Delaware Academy of Medicine. The cost of the two-day conference

will be $20.00. Elisabeth Kubler-Ross, M.D., author, lecturer, and authority on

Thanatology will be the featured speaker at both conferences.

A Four State Regional Meeting (Metropolitan Washington, D.C., Delaware, Mary-
land, Virginia) will be held October 4-6, 1974, at the Williamsburg Conference Cen-
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ter, Williamsburg, Virginia. For information write: Henry D. Ecker, M.D., 916
19th Street, N.W., Washington, D.C., 20006.

American College The 60th Annual Clinical Congress of the American College of Surgeons will be
of Surgeons held in Miami Beach, Florida, October 21-25, 1974. For more information write:

American College of Surgeons, 55 East Erie Street, Chicago, Illinois, 60611.

American College of SELECTED TOPICS IN ENDOCRINOLOGY AND METABOLISM, American
Physicians Postgraduate College of Physicians Postgraduate Course, Co-Sponsored by the Indiana Univer-
Courses sity School of Medicine, Indianapolis Hilton, Indianapolis, Indiana, September 11-13.

Information: Registrar, Postgraduate Courses, ACP, 4200 Pine Street, Philadel-

phia, Pa., 19104.

CLINICAL GASTROENTEROLOGY, 1974, American College of Physicians Post-

graduate Course, Co-Sponsored by the Mayo Clinic, Rochester, Minnesota, Septem-
ber 16-18. Information: Registrar, Postgraduate Courses, ACP, 4200 Pine Street,

Philadelphia, Pa., 19104.

EMERGENCY ROOM MEDICINE, American College of Physicians Postgraduate
Course, Co-Sponsored by American College of Surgeons, and the Loyola Univer-
sity Stritch School of Medicine, Arlington Towers Hotel, Arlington Heights, Illi-

nois, September 16-18 Information: Registrar, Postgraduate Courses, ACP, 4200
Pine Street, Philadelphia, Pa., 19104.

MECHANISMS AND MANAGEMENT OF CLINICAL PULMONARY DISEASE,
American College of Physicians Postgraduate Course, Co-Sponsored by the Uni-
versity of Pennsylvania School of Medicine, Philadelphia, Pennsylvania, September
30-October 4. Iinformation : Registrar, Postgraduate Courses, ACP, 4200 Pine

Street, Philadelphia, Pa., 19104.

PHYSIOLOGIC APPROACHES TO THE DIAGNOSIS AND TREATMENT OF
GASTROINTESTINAL DISEASE, American College of Physicians Postgraduate

Course, Co-Sponsored by the University of Pennsylvania School of Medicine, Mar-
riott Hotel, Philadelphia, Pennsylvania, September 30-October 3. Information:

Registrar, Postgraduate Courses, ACP, 4200 Pine Street, Philadelphia, Pa., 19104.

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisements are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members.

RESIDENCE WITH OFFICE FOR SALE: Corner

location with off-street parking, two examining
rooms, reception room, business office, private

consultation room, lab, lavatory, entrance foyer,

and store room, plus four-bedroom home with two
and one-half bathrooms. Located off Kirkwood
Highway near Midway. For information call Mr.

Hedley, 478-1234.

INTERNIST WANTED: Board-Certified or quali-

fied Internist needed with training or experience

in pulmonary diseases. Position available in 100-

bed general hospital (Delaware Public Health)

assisting Medical Director and sharing responsi-

bilities with the other staff physicians. Salary

up to $29,276, depending on qualifications. License

in any state acceptable. Equal employment op-

portunity. Housing on hospital grounds. State

fringe benefits. Write or call: Dr. Joseph Tenret,

Medical Director, Emily P. Bisseli Hospital, 3000

Newport Gap Pike, Wilmington, Delaware, 19808.

Phone (302) 998-2223.

if : .
. .
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According to her major

lptoms, she is a psychoneu-

c patient with severe

iety. But according to the

eription she gives of her

ings, part of the problem

y sound like depression,

is is because her problem,

lough primarily one of ex-

dve anxiety, is often accom-
lied by depressive symptom-
logy. Valium (diazepam)

provide relief for both—as
excessive anxiety is re-

ed, the depressive symp-
is associated with it are also

;n relieved.

There are other advan-

in using Valium for the

nagement of psychoneu-

c anxiety with secondary

ressive symptoms: the

chotherapeutic effect of

ium is pronounced and
id. This means that im-

vement is usually apparent
lie patient within a few
s rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

For further information

on this subject, the following

references are provided:
1. Henry BW, et al: Dis Nerv

Syst 30:675-679, Oct 1969.
2. Hollister LE, et al: Arch Gen

Psychiatry 24:273-278, Mar 1971.
3. Claghorn J: Psychosomatics

77:438-441, Sept-Oct 1970.

2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

'eillance because of their predisposi-
to habituation and dependence. In

^nancy, lactation or women of child-
ringage, weigh potential benefit
nst possible hazard.

:autions: If combined with other psy-
tropics or anticonvulsants, consider
-fully pharmacology of agents em-
ed; drugs such as phenothiazines,
'Otics, barbiturates, MAO inhibitors

other antidepressants may potentiate
ction. Usual precautions indicated in

ents severely depressed, or with latent
ression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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MEDICAL SURVIVAL

On June 20, 1974, at the Meeting of the

Organization of State Presidents in Chicago,

we heard Congressman Dan Rostenkowski

from Illinois. He is the fourth ranking mem-
ber of the House Ways and Means Committee.

The title of the Congressman’s address was

“Why We Need National Health Insurance.”

He essentially gave three reasons: (1) fail-

ure of the United States to extend longevity

over the last ten years, (2) the fact that the

United States is fourteenth in infant mortal-

ity (the longtime favored statistic of our ad-

versaries), and (3) the increasing cost of

medical care.

I was amazed that this Congressman, who
has been exposed to so many experts and so

much testimony, would use these reasons for

National Health Insurance. I rose to take

issue with the Congressman in the following

respects: (1) There is no evidence that lon-

gevity will be extended nor infant mortality

improved under National Health Insurance.

In fact, we have a contrary report already

presented to Congress by the Think Tank
group at Stanford. (2) Congress passed mas-
sive medical programs — ie, Medicare and
Medicaid—in spite of our warnings concern-

ing their fantastic cost, and then when health

costs go up, they blame us for this increase

and use it as a reason to pass more legislation.

The Congressman made no reply to my two
comments.

It is evident to all of us who receive the

lists of health legislation being introduced in

both the House and the Senate that there is

a concerned effort to control the medical pro-

fession. ‘The health care crisis,’ ‘the doctor

shortage,’ ‘the increasing cost of medical care,’

and other slogans are used everywhere at

every opportunity. Then a determined group
of politicians exploit these slogans as an ex-

cuse for their legislative efforts. The three

leaders of this movement are Senator Ted
Kennedy (D-Massachusetts), Representative

William Roy (D-Kansas), and Representative

Paul Rogers (D-Florida). These individuals, in

my opinion, are not interested in facts but are

only interested in changing our health care

system to suit their philosophical beliefs.

At the end of July the Public Utility pro-

posal (the so-called Roy-Rogers bill) to regu-

late the health profession the same way utili-

ties are regulated was defeated by the House

Health Subcommittee 8 to 1. In the Senate

Senator Kennedy has introduced a new bill

calling for Federal licensure of physicians

with compulsory relicensure every six years,

etc., etc.

Organized medicine, through the AMA at

the national level and each state medical

society at the state level, responds vigorously

and effectively to each attack on the medical

profession. The name of the game seems to

be to ask for eighty-seven items, be happy to

get six or seven, and then try again next ses-

sion.

In order to better cope with the large num-
ber of bills at the national level, the Medical

Society of Delaware has recently expanded

the Public Laws Committee into a local sec-

tion and a national section. We will study

each piece of health legislation. When its

backers are sincere and responsible, and their

bill will improve the health of the American

people and maintain the freedom of the health

profession, we will support it. But those bills

that will destroy the health profession, add
unnecessary costs to our patients, or represent

propaganda for their authors’ reelection, we
shall vigorously oppose. From time to time

we will need your assistance to contact vari-

ous political leaders. We appreciate your

great assistance in this effort in the past. We
must explain these issues and our viewpoint

to the public and to the Congress if our sys-

tem is to survive.
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THE MEDICAL PRACTICE ACT

Although amended in 1955, 1965, 1968,

1970, 1971, and 1974 the “Medical Practice

Act”, which is the licensing and regulatory

statute for the medical profession in Dela-

ware, is out of date. For instance, it does not

provide a mechanism for the removal of the

“sick” physician; it awkwardly separates the

examining body (Board of Medical Exam-
iners) from the regulatory and disciplinary

agency (Medical Council), the latter consist-

ing of only three persons, an unworkably

small number.

At the recent session of the General Assem-

bly, a bill was introduced providing an en-

tirely new Medical Practice Act. This bill

resulted from the joint efforts of the Medical

Council, committees of the Medical Society of

Delaware, and the Attorney General’s office.

The bill contains a number of features de-

signed to modernize, simplify, and streamline

the licensing and discipline of physicians,

while at the same time subserving the highest

standards of medical practice.

First, Senate Bill 320 does away with the

regulatory duality and establishes a single

Board of Medical Practice as “the sole com-

petent authority ... to issue certificates to

practice medicine,” and as “the supervisory,

regulatory and disciplinary body for the prac-

tice of medicine in this state.”

Confidential communications between pa-

tients and physician, long an established part'

of the ethical system of the profession, are re-

cognized and given legal status for the first

time in the history of Delaware medical law.

Many hours of staff time under Doctor Van-

dervort’s able direction were expended on the

attempt to get this beneficial and progressive

legislation enacted.

This entire well-conceived legislative effort

went down the drain, at least for the present,

as a result of a provision that was not re-

garded as either radical or controversial. This

is the section which provides for and licenses

“Physician’s Assistants.” A physician’s as-

sistant is defined in the proposed bill as “a per-

son who through training and/or experience

has a competence in the health field other

than that of nursing and those professions re-

quired by law to be separately licensed.” A
registered physician’s assistant “may perform

medical and surgical services under the super-

vision of a person or persons licensed to prac-

tice medicine in this state, after registration

in accordance with this subchapter and in ac-

cordance with the limitations, if any, of the

Board,” the bill says. This provision provoked

adamant opposition from the Delaware Opto-

metric Association. They were not opposed

to the concept of physician’s assistants in gen-

eral but took the position that a physician’s

assistant working in an ophthalmologist’s of-

fice would be encroaching on the practice of

optometry. This viewpoint is difficult to un-

derstand in that optometrists presumably use

assistants themselves to perform certain tasks

not required to be performed by the full pro-

fessional.

With the backing of the Delaware Chiro-

practic Association the Optometric Associa-

tion had introduced in the House of Represen-

tatives an amendment to the bill which would
have added in the Subchapter on Physician

Assistants the following words: “.
. . nothing

contained in this chapter shall be construed to

allow any assistant or aide to perform those

tasks which require a specific license as de-

fined in the Delaware Code.” This amend-
ment was totally unacceptable to the Medical

Society of Delaware; in addition, legislative

time ran out as the June 30 deadline for ad-

journment of the General Assembly arrived.

Despite the failure of passage this year the

Medical Society of Delaware is determined to

renew the effort in the next session to obtain

a successful conclusion to our campaign to

up-date Delaware’s medical licensure law.

Executive Director
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TB OR NOT TB:

THE MANTOUX TEST

Tuberculin skin testing has traditionally

been a means of ascertaining the presence of

tuberculosis. As medical knowledge grows

and tuberculin skin testing is refined, the

test still remains a valuable but often con-

fusing and misinterpreted diagnostic tool. The
confusing results of even the most used skin

test, the PPD-Tween 80® stabilized (Protein

Purified Derivitive), are usually explainable.

These false negative, false positive, and equi-

vocal tests are often the results of extenuating

medical circumstances and human error.

Even when all the factors affecting the PPD
skin test are known, there are still occasional

patients in whom the PPD is confusing and
moreover is opposite to what the physician

may expect from the patient’s clinical presen-

tation. It is the purpose of this paper to

review the tuberculin test and factors which
affect it, and to illustrate, using case reports,

the difficulties sometimes encountered in the

interpretation of the Mantoux Test (PPD).

Dr. Roethe is a medical resident, Wilmington Medical Center.

Dr. Dorph is a senior attending physician, Department of
Medicine, Wilmington Medical Center.

REVIEWED

Robert A. Roethe, M.D.
Marvin H. Dorph, M.D.

History of Tuberculin Testing

Tuberculin skin testing had its origin in

1890 when Koch announced that Old Tuber-

culin (O.T.) was a cure for tuberculosis. 1 Koch
was mistaken. Instead of a cure, O.T. became
established as an aid in case finding and a

diagnostic tool. The O.T. enjoyed popular-

ity for nearly eighty years but its reliability

has not been unchallenged. Christie and

others in the 1940’s found patients with a

clinical diagnosis of tuberculosis who were

tuberculin negative, but in the end, the tuber-

culin test stood the test of time for many of

such cases were discovered to be other granu-

lomatous diseases. 2 In more recent years,

several mycobacteria other than M. tubercu-

losis have been found to infect man and pro-

duce pulmonary disease. These “atypical”

mycobacteria often affect tuberculin testing

because of cross sensitization to the tuberculin

of M. tuberculosis.

The development of purified protein derivi-

tive (PPD) preparations provided greater

specificity and for this reason, PPD is pre-

ferred to O.T. In 1939, Dr. Florence Seibert
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prepared a single or specific batch of PPD-S
(the PPD as we knew it before 1971). 3 In

1952, the World Health Organization adopted

the PPD as the international standard. Since

then, there have been many PPD preparations

marketed. Because biological activity varies

from batch to batch, PPD is standardized for

potency in terms of international units (TU).

One TU, formerly called “first strength,” has

the biological activity equivalent to 0.1 ml of

1:10,000 dilution of old tuberculin or 0.00002

mg of PPD.4 PPD intermediate contains 5

TU or 0.0001 mg of PPD in 0.1 ml. Similarly,

second strength PPD contains 0.005 mg of

PPD, or 250 TU per 0.1 ml.

In spite of solving the problem of specificity,

tuberculin testing has encountered another

important and obvious variable, that of sen-

sitivity. Originally, Koch injected his O.T.

subcutaneously. This route was abandoned

because of severe and unpredictable necrotiz-

ing reactions in an occasional hypersensitive

patient. A scratch test supplanted the sub-

cutaneous route, but it, too, was short lived

because of the poor quantitation of sensitivity.

The Mantoux test (PPD), originally de-

veloped in 1908 and since then refined several

times, solved the problem of sensitivity and

is today the most satisfactory test. It con-

sists of the intradermal injection of 0.1 ml of

PPD tuberculin containing 1 TU, 5 TU or

250 TU into the volar aspect of the forearm.

The diameter of induration that develops

forty-eight hours to seventy-two hours after

the injection is then measured and is reported

as either negative (0-4 mm), doubtful (5-9

mm), or positive (10 mm or more).

It has been argued that this precise method
is too difficult and time consuming when
screening large populations, and for this rea-

son several other methods of introducing tu-

berculin into the skin have been developed.

Such tests as the Tine, Heaf, Sterneedle®, and
Mono-Vacc.® have applicators coated with

dried tuberculin protein or are punctured

through a film of liquid tuberculin. These
widely marketed devices deliver a highly vari-

able quantity of tuberculin protein and are

not to be recommended when the standard

PPD test is available. Their principal value

is as a screening test and not for definitive

diagnosis. The interpretation of these tests

is also made two or three days after applica-

tion and is recorded as vesciculation and in-

duration.

A major modification of the Mantoux test

occurred when it was found that tuberculo-

protein, when diluted in buffered solution, is

absorbed in highly variable degrees by glass

and plastic syringes. 1
- 5 The addition of the

detergent Tween-80® virtually eliminates this

absorption. A study of the then available

PPD products by Holden et al in 1971 re-

vealed a surprising number of negative Man-
toux skin tests in bacteriologically confirmed

cases of pulmonary tuberculosis.6 The study

compared 5 TU doses of the various available

commercial PPD antigens: PPD-PD, PPD-S
and PPD stabilized with Tween-80®. An alarm-

ing 49% of 115 patients with proven TB failed

to react to PPD-PD, a reconstituted tablet

product. PPD-S gave 34% negative and 3%
doubtful reactions. The Tween-stablilized

PPD resulted in only 19% negative tests in

the same study. Some, but not all of these

negative reactions could be explained by such

factors as debility, old age and overwhelming

disease. These observations suggested that

the absorption of non-stablizied PPD on the

container and syringe accounted for the large

number of unexpected negative reactions.

The greater clinical reliability of the Tween-
80® stable product has also been confirmed

by Grzybowski et al7 and Zack and Fulker-

son. 8

Techniques of Mantoux Skin Test

Today the recommended tuberculin skin

test is the Mantoux, using stabilized PPD
antigen. An intradermal injection is made
with a 26 or 27 gauge needle with a glass or

plastic syringe. The antigen should be in-

jected immediately after it has been drawn

up. As the 0.1 milliliter of standard test dose

(5 TU PPD) is injected, a discreet wheal

should result. If there is no wheal, the tuber-

culin was injected subcutaneously and the re-

sult will probably be uninterpretable.

A positive reaction is one in which the in-
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FIGURE 1

A few common reactions 'to the Tine * test

Photo courtesy of American Family Physician

duration is 10 mm or more in diameter. This

type of reaction is evidence of past or present

infection with M. tuberculosis.

A doubtful reaction is one in which the di-

ameter of the induration is 5 mm to 9 mm.
This reflects sensitization to either M. tuber-

culosis or atypical mycobacteria. It may pos-

sibly be an amnestic response from multiple

past tuberculin tests. A PPD-B (for atypical

mycobacteria—ie, PPD Battey) should be ap-

plied the same time as a repeat Mantoux test.

A negative reaction is one in which the in-

duration is less than 5 mm in diameter. There
is no need to repeat the test unless there is

clinical evidence of tuberculosis. (Figure I)

A doubtful or negative reaction in a clinical

case where TB is suspect is sufficient reason

to progress to the higher strength of PPD
(250 units). If there is a high index of sus-

picion of tuberculosis, one may wish to start

out with the 1 TU test dose instead of the

standard dose. (Figure 1)

Case Presentations

The following three case reports illustrate

negative PPD’s in varying situations.

Case 1

Mr. L. U., age 61, was seen in the Memorial

Division of the Wilmington Medical Center
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in July, 1973. He was admitted with the

chief complaint of fever and night sweats and

a mild non-productive cough, occurring three

to four weeks prior to admission. He gave

the history of fume inhalation in his job as

a pipe fitter. In 1954, he had undergone bron-

choscopy with lipiodol study for “infiltration

of the right lung.” He was told he had scar

tissue and emphysema, and promptly discon-

tinued smoking. Acid-fast cultures at that

time were negative, but whether he was tested

with PPD or not is not known. He had no

other illnesses or problems to complicate his

present problem. In 1971, the patient again

had symptoms of a “cold” with coughing, and

his x-ray study was reported as “an old in-

filtration in the right upper lobe.” There

were no further symptoms, and no further

testing was done. In the month prior to the

current admission, he lost fifteen pounds.

When he was admitted to the hospital in

late July, 1973, he was first treated as a pos-

sible pulmonary embolus. During this time,

he had a low-grade fever which subsided. He
was seen in consultation and bronchoscoped;

the cultures from this examination were nega-

tive for acid-fast organisms. A roentgenogram

on this admission revealed pleural involve-

ment over the right upper lobe infiltrate. Tu-
berculin testing using five units of the new
Tween-80® product was done, and this proved

negative. This was repeated with 250 units;

a 5 mm reaction developed. Pleural biopsy

was suggested by a pulmonary consultant,

but was refused. He was on no medication at

this time.

The patient was discharged, but six weeks

later he developed a sudden bout of hemopty-
sis and was readmitted. His sputum at this

time was strongly positive for acid-fast organ-

isms on both smear and culture.

This is an example of a situation in which

there was a high index of suspicion of tuber-

culosis, but the tuberculin skin test was not

helpful in making the definitive diagnosis.

The patient thus falls into the category of

the 19% of 5 TU PPD tested patients who,

although their tests are negative, actually

have active tuberculosis. We feel strongly

that pleural biopsy would have made the diag-

nosis in spite of the negative cultures and the

negative PPD which was obtained when he

was first hospitalized.

Case 2

Mrs. C. R., age 32, was admitted to the

Wilmington General Divison of the Wilming-

ton Medical Center in April, 1968 for removal

of a right ovarian cyst. Following this pro-

cedure, she developed increasing pain in the

right lower quadrant of her abdomen. The
pain continued and became so excruciating

that she was re-explored in June, 1968. The
previous surgical area was reported as studded

with white material which was biopsied and

reported as “caseous necrosis indicating tuber-

culosis.” No organisms were ever identified

in the microscopic sections, and the AFB
cultures were later reported to be negative.

Both tubes and ovaries were removed. The
patient had minimal postoperative fever. Be-

cause of the extenuating circumstances, anti-

tuberculous therapy was begun, in spite of a

negative PPD (5 TU). It should be recalled

that this was in 1968 and the old product

PPD-DB was used. A PPD-S and a PPD-B
were repeated, and both were reported as

negative (this material was supplied by the

US Public Health Service).

Because of the dilemma, TB or not TB, the

slides were referred to the Armed Forces In-

stitute. They reported PAS positive starch

granules, rare cotton fibers, and double retrac-

tile crystalline material identified as talc. No
microorganisms were seen. “Foreign body re-

sponse primarily due to talc” was the final

diagnosis.

This case again illustrates a negative PPD
when tuberculosis was highly suspected. In

this patient, however, the PPD test was ap-

propriately negative, but because of strongly

suspected tuberculosis, the negative test gave

the clinician the incentive to follow through

with further microscopic evaluation of the ma-
terial removed at surgery.

Case . 3

Mr. W. R., age 81, was admitted to the
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Memorial Division in June, 1972 for the evalu-

ation of fever which had been present for ap-

proximately three weeks. The fever was first

associated with wrist pain and some urinary

burning. A presumptive diagnosis of prosta-

titis with a urinary tract infection had been

made, but because his fever did not subside,

he was hospitalized. The patient was in excel-

lent physical condition for his age. The only

significant past history was a left nephrec-

tomy in 1948 for an abscess, and a bleeding

peptic ulcer in 1956 and 1960.

In the hospital all tests, including a connec-

tive tissue disorder work-up, were normal.

The chest x-ray was initially normal, but four

weeks later some pleural fluid, manifesting as

slight blunting of the left costopleural angle,

was visible. His white count was only 5,000

with a normal differential. Skin test with

PPD (5 TU) using the new Tween-80® pro-

duct was negative. All blood cultures were

negative. The patient was discharged as a

probable urinary tract infection.

At home he developed progressively more

pleural fluid in his left chest. Some fluid was

obtained by needle and was negative on smear

for acid-fast organisms. During this time, he

also developed tachycardia along with peri-

cardial and pleural effusions.

He was re-admitted in late July. The diag-

noses of tuberculosis as well as polyarteritis

were entertained. Pericardial tap was nega-

tive for tubercle bacilli on smear as was the

pleural fluid. A pleural biopsy was attempted,

but was unsuccessful. The patient was started

on steroid therapy and marked improvement

resulted. During this time, PPD 1 TU and

5 TU were again repeated and negative re-

sults again obtained. He had no cough and

no hemoptysis and was sent home in an im-

proved condition. Three weeks later, the lab-

oratory reported positive acid-fast cultures

from both pleural and pericardial fluid. Ri-

fampin and INH therapy was then begun.

In this particular patient, there was no real

cause to suspect TB early in his illness. Tuber-

culosis, “The Great Imitator,” simulated a

possible connective tissue disorder without

causing the usual clinical features of tuber-

culosis. This patient illustrates the occur-

rence of negative PPD skin tests with bac-

teriologically proven tuberculosis.

Errors in Interpreting the Mantoux Test

The interpretation of the Mantoux test, be

it positive or negative, demands a knowledge

of the myraid of factors affecting this test.

Many of these are now common knowledge.

However, just as common are instances, as

seen in our case reports, in which the factors

making the tuberculin test misleading or un-

interpretable, are not so evident.

Aside from the previously mentioned fac-

tors resultant from changes in the quality,

quantity and method of administration, the

other factors affecting the interpretaion of

The Mantoux test can be classified as those

circumstances which affect variability of in-

dividual responsiveness, and exposure to other

mycobacterial antigens.9

Inappropriately positive reactions, usually

measured a “doubtful” reaction, are fre-

quently caused by infection by “atypical” my-
cobacteria such as the Battey bacillus, the

Gause bacillus and M. kansassi. Skin test

preparations available for these atypical my-
cobacteria are PPD-B, PPD-G, and PPD-Y
respectively.4 If the routine PPD-S gives a

doubtful reaction, the patient should be re-

tested with PPD-S and simultaneously with

the skin test appropriate for atypical myco-

bacteria. This dual comparative testing should

distinguish infection by M. Tuberculosis from

cross sensitization by infection with one of

the atypical mycobacteria. 1 *4 If the reaction

to the atypical PPD product is less than the

reaction from the PPD-S, then infection by

M. tuberculosis is, or has been, present. On
the other hand, as the size of the reaction of

the PPD-B, PPD-G, or PPD-Y approaches

or exceeds the size of the PPD-S reaction, the

likelihood of atypical mycobacteria infection

increases.

Infection with atypical mycobacteria prob-

ably accounts for a large part of the increased

incidence of positive PPD-S skin tests found

in the southern United States, including
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southern Delaware. 10 - 11 It should be men-

tioned that false positive Mantoux testing

can also be found in patients with previous

BCG vaccination.

More frequently confusing to the clinician

is the false negative Mantoux test. The ma-

jority of such inappropriately negative tests

are due to improper technique or preparation

of injection of the PPD antigen as has already

been outlined. Holden’s figure of 19% non-

positive reactions in proven tuberculosis,6

even after eliminating improper technique, is

disconcerting. Some, but by no means all,

of these non-positive reactions can be caused

by co-existing disease or by changes in in-

dividual immunoresponsiveness.

Inappropriately, negative PPD tests are ob-

served in individauls who have tuberculosis

and whose lymph nodes or spleen (cellular

immunity) has been disturbed by concurrent

sarcoidosis, lymphoma, Hodgkin’s disease,

miliary tuberculosis, measles, steroids, and

other immunosuppressive drugs. Additionally,

old age, debilitation, uremia, recent vaccina-

tion with live virus vaccines, primary biliary

cirrhosis, Chron’s disease, and even hypnosis

may cause false negative responses. 12-16 This

anergy may be confirmed by skin testing with

other universal antigens. Further confusion

may occur when there is a negative PPD-S
in face of a high clinical suspicion of tuber-

culosis when such factors as concurrent dis-

ease and depressed immunoresponsiveness

have been ruled out. A negative skin test may
be quite appropriate as seen in our second

case report, emphasizing the importance of

tissue diagnosis in confusing clinical situa-

tions.

When positive, the tuberculin skin test tells

us only of contact with tubercle bacilli at

some time, either in the present or in the past.

It is not in itself diagnostic of active infection.

Caution is urged when a patient is termed a

“converter” (ie, a victim of a recent infection

by M. tuberculosis) when in reality this same

patient’s pervious PPD test may have been

falsely negative, because of the use of old-

type, nonstablized PPD, improper PPD tech-

nique or disease.

The PPD skin test, as all other diagnostic

tests, is only as good as the clinician’s under-

standing of the test and all of the variables

affecting its interpretation.
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Q AND A

Question : A young man 25 was found on routine chest x-ray to have a localized

tuberculosis lesion in the right upper lobe of the right lung. It failed to respond

to medication. Is it possible to remove a local area of the lung surgically?

Answer : If, after careful radiographic examination, it is found that a lesion

is localized to one or more bronchopulmonary segments, it is certainly possible

to resect the area surgically. The surgeon obviously must have a sound knowl-

edge of the bronchopulmonary segments and how they lie in relation to one

another.

Clinical Anatomy for Medical Students *

by Richard S. Snell, M.D.
Little Brown & Co.

*See book review on page 414
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PRESSURE GUN INJURIES TO THE HAND

Chemicals under pressure piercing the skin of

the finger or hand can distend tissue spaces, dis-

sect tissue planes, and enter tendon sheaths, re-

sulting in necrosis and infection. The need for

definitive early management of acute surgical

emergencies is demonstrated.

Joseph A. Arminio, M.D.

In industry and at home, chemicals under

pressure are sprayed through fine nozzles for

heating, lubricating, painting, and preserva-

tion of exposed surfaces. The chemical may
be a heavy grease, oil, tar, or a thin paint

mixture. The chemical, under pressure in a

fine jet stream, may pierce the skin of the

hand, and be disseminated into the soft tis-

sues, the fascial planes, or the tendon sheaths.

The purposes of this paper are to emphasize

the importance and the seriousness of this

type of injury, to add four additional cases

to those previously reported in the English

literature, and to stress that immediate sur-

gery is the best form of treatment. 1

Since the first case reported by Rees in

1937, 2 there have been fifty-one cases reported

through 1970. 1 ’
3-17 During the past eight years,

I have treated four patients with pressure gun
injuries. Two were due to injection of paint,

and two were due to injection of a tar mixture

used as automobile undercoating.

Our findings were similar to those presented

by Mason and Queen in 1941, who gave a

detailed description of the changes that oc-

Dr. Arminio is a Senior Surgeon and Director of the Hand
Clinic, Wilmington Medical Center.

cur following these injuries. 12 More recently

Kaufman has done extensive experimental

studies in cadaver hands with a mixture of

white spirit and wax used for commercial pur-

poses, stained green for ease of recognition,

and injected under pressure of 750 pounds

which reproduced this type of injury by the

dissemination of the material into the spaces

and soft tissues of the hand. 18 This injection

study confirmed the previous work and cor-

related the effects in clinical cases.

The chemical in question is forced under

pressure through a tiny opening or nozzle.

The pressure used commercially may be sev-

eral hundred to several thousand pounds per

square inch; the exiting material in a jet

stream striking the finger or the hand will

pierce the skin and fill the tissue spaces. The
effect may not be immediately apparent even

to the victim although if sufficient material

is injected, the area will become distended.

If no treatment is instituted, within hours the

pain becomes intense. The injured part be-

comes numb and pale. Ischemia then sets in

because of vascular obstruction. In finger tips,

ischemia develops especially rapidly in the

closed space.
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FIGURE 1 -A AND FIGURE 1-B

Necrosis at the distal crease and middle phalanx extends into the soft tissue and interrupts the neuro-

vascular bundle.

Acute penetration pressure gun injuries

should be treated as surgical emergencies.

When an individual presents himself with a

puncture-like wound, the history should be

suggestive of the type of injury sustained. It

is wrong to allow the wound to close, drain, or

just be observed. Small incisions over the

site of entrance should be avoided. The tis-

sues should be widely exposed. Fingers should

be opened through a midlateral incision under

a bloodless field with tourniquet control. All

necrotic tissues should be excised, with preser-

vation of vital structures. The exogenous ma-
terial should be removed by flushing and

sharp dissection, as well as by currettage. If

the material is a tar, it should be partially

removed by flushing with warm saline. Petro-

leum jelly can also be used to help dissolve

the tar base in adjunct with the saline flush.

Any thick inspissated material will have to

be fully excised. With exposure and fascial

plane release, any build-up of pressure within

the soft tissues will be decompressed and vas-

cular congestion will be minimized. The
wound may be loosely closed or allowed to

remain open. Secondary surgical inspections

may be necessary. Antibiotics have not

proved necessary unless overt infection is

present. Edema should be minimized by
means of elevation. Constricting dressings

should be avoided. The aim should be to

preserve as much normal tissue as possible

and to avoid infection and chemical reaction

so that healing can proceed rapidly with mini-

mal loss of function; otherwise, amputation is

inevitable. The post-injury result will dictate

the reconstructive procedures necessary to

augment tissue healing and return of function.

Case 1

A 29-year-old factory tank painter sus-

tained a spray gun injury into the radial side

of the right index finger at the distal inter-

phalangeal crease. The wound had been ini-

tially cleansed and covered. He was seen by
me seven days following the injury at which

time his finger had become distended, pain-

ful, and rigid.

In the emergency room, a superficial re-

moval of the necrotic tissue overlying the

lateral interphalangeal crease was performed.

Tenosynovitis was diagnosed, and he was

scheduled for further surgical treatment.

(Figures 1-A and 1-B)

Through a midlateral incision, the finger

was opened. The tendon was found to be

intact, but the sheath was distended with dry

paint. All of the necrotic tissue was excised,

and the encrusted paint removed by curret-

tage and sharp dissection. The tendon sheath

was excised except for the pulleys, and the

wound was drained. The antibiotics that had

been prescribed initially were continued. The
wound closed spontaneously within five weeks

by secondary intention. At three months,

the tendon was found to be partially bound
to the surrounding structures with limited
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FIGURE 1-C AND FIGURE 1-D

At six months full passive flexion, limited active flexion, and full active extension were present.

active, full flexion. There was also loss of the

digital nerve continuity. At six months full

passive flexion, limited active flexion, and full

active extension were present. (Figures 1-C

and 1-D) I believe that full active flexion

would have been achieved by prompt inter-

vention. However, the poor active flexion of

the finger did not impede his return to work,

and he was satisfied with the end result and

refused further reconstructive surgery.

Case 2

A 46-year-old mechanic and vehicle spray

painter sustained an injury to his left index

finger four days before being seen. His left

index finger had been punctured distal to the

distal interphalangeal crease. His initial treat-

ment consisted of cleansing and covering the

wound. Two days after his injury, local ten-

derness and inflammation prompted probing

of the wound through the puncture site. Minor

drainage was obtained.

When initially seen, the finger was edema-

tous, red, and tender. (Figures 2-A and 2-B)

There was also localized tenderness in the

palm at the cul-de-sac of the tendon sheath

suggesting an acute tenosynovitis. A mid-

lateral incision (Figures 2-C and 2-D) under

tourniquet control revealed an intact tendon

mechanism, but edematous tissue and early

signs of compromised fatty tissue were evi-

dent. The tendon sheath and the necrotic

tissue were excised except for the pulley

mechanism, and the wound was drained. Anti-

biotics were prescribed. Healing progressed

rapidly except for the distal closed space,

which became gangrenous secondary to vas-

cular congestion and thrombosis. (Figure 2-E)

Demarcation of the necrotic tissue was com-

FIGURE 2-A AND FIGURE 2-B

On initial visit the finger was edematous, red, and tender.
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FIGURE 2-C AND FIGURE 2-D

Midlateral incision under tourniquet control revealed an intact tendon mechanism but edematous tissue

and early signs of compromised fatty tissue.

FIGURE 2-E

Early decompression would have avoided this

necrotic event and could have minimized the lack

of function of the joints which persisted after the

cross finger flap.

FIGURE 2-F

Necrotic tissue was excised on the twenty-eighth

day.

plete by the twenty-eighth day. The tissue

was excised. (Figure 2-F) On the thirtieth

day, a cross finger flap was performed. (Figure

2-G) Four months later, early sensation was

returning to the flap, but the distal interpha-

langeal joint remained fixed. The proximal

interphalangeal joint extended fully and flexed

to 100°. He was then lost to follow-up. Four-

teen months after his injury an amputation of

the index finger was performed because of lack

of good functioning. The finger had become
an obstruction to normal hand function of this

painter.

FIGURE 2-G

A cross finger flap was performed on the thirtieth

day.
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FIGURE 3-A

Multiple volar incisions serve no purpose except

to delay the institution of proper treatment.

Case 3

A 54-year-old mechanic working in an auto-

mobile assembly plant, who was spraying un-

dercoating material onto car bodies, sprayed

this compound into the distal phalanx of his

index finger. When the finger was squeezed,

undercoating compound material extruded

from the distal puncture wound. The finger

was swollen and painful. The initial treat-

ment consisted of multiple incisions over the

volar surface of the distal, middle, and proxi-

mal phalanges to allow the undercoating ma-
terial to extrude. Antibiotic therapy was be-

gun. He was referred to me on the fourth

day after the injury because of the develop-

ment of signs of an acute tenosynovitis.

(Figure 3-A)

A midlateral incision was made to expose

the tendon sheath, tendon, and soft tissues.

The tar compound was present throughout

the soft tissues and the tendon sheath. This

compound was flushed away with saline, and
petroleum jelly was used to dissolve surface

tar. Sharp dissection was used to excise ne-

crotic tissue and inspissated tar. The tar

compound was fixed in the tissues and could

not be fully removed from the vital structures.

A less than total excision was accomplished.

(Figures 3-B and 3 -C)

The immediate effect following surgery

seemed to be satisfactory, and vascular de-

compression seemed to be adequate, but this

proved not to be so. During the subsequent

six days (ten days post injury) the volar dis-

tal phalanx became necrotic and there was
progression of the area of compromised tissue

in the midphalangeal region. (Figure 3-D)

The patient insisted that all attempts should

be made to preserve as much of the finger as

possible. At secondary surgery, tissue con-

gestion and vascular obstruction were present.

Amputation through the proximal phalanx

was performed, flaps were developed, and the

wound was loosely closed.

Healing proceeded slowly during the next

two months; but the foreign body reaction

FIGURE 3-B AND 3-C

The tar compound was fixed in the tissues and could not be fully removed from the vital structures. A
less than total excision was accomplished. Early surgery before the tar is fixed to the tissues probably

would have permitted its full removal.
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persisted, and there was an occasional ex-

pulsion of tar. Ten months later, on two sep-

arate occasions, inclusion cysts containing tar

were excised. These encrusted cysts gradu-

ally became evident as the tar foreign body

reaction was forced to the surface with active

use of the finger and the hand. The end re-

sult was to the patient’s satisfaction. (Figures

3-E and 3-F) Further proximal reamputa-

tion was declined.

Case 4

A 20-year-old mechanic in a car assembly

plant, who was spraying undercoating mater-

ial, injected this material from the pressure

gun into the volar surface of the distal pha-

lanx of his right index finger. He had im-

mediate, excruciating pain; the finger was
swollen from the tip to the second phalanx.

He was seen immediately; molten tar com-

pound was oozing freely from the puncture

site.

Under tourniquet control, a midlateral in-

cision was made and the closed space and the

middle phalanx were drained. All of the tar

material was removed with saline flushing and
sharp dissection. The tar was not fixed to

the tissues. The tendon sheath had not been

invaded, but it was discolored. It was decom-
pressed; the wound was drained and then

loosely closed. The hand was splinted. No
antibiotics were utilized.

Drainage ceased by the eighteenth day.

Hand and finger motion had gradually in-

FIGURE 3-D

Progressive compromise of the vascularity of the

tissue in the midphalangeal region occurred after

the first surgery.

creased. Return of full function was obtained.

Localized inclusion cysts filled with tar from

the distal closed space were excised on two

occasions three months apart. Ten months

following the injury, the residual fat pad of

the distal phalanx was poor. (Figures 4-A and

4-B) This area was tender on grasping and

pinching. Full function was present in the

remainder of the finger, and the patient, satis-

fied with the result, refused to have surgery

for further skin coverage. His residual loss

has been a fibrosis of the fat pad of the distal

phalanx.

Summary

Four additional cases of pressure gun in-

Continued on page 407

FIGURE 3-E AND FIGURE 3-F

After healing, the end result was to the patient’s satisfaction.
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FIGURE 4-A AND FIGURE 4-B

There is a fibrosis of the fat pad of the distal phalanx. The patient has refused to have further skin

coverage.

PRESSURE GUN INJURIES TO THE HAND

Continued from page 402

juries have been described, bringing to fifty-

five the cases presented in the English Liter-

ature. These four patients corrobrate the

previous impression that pressure gun injuries

to the hand are serious injuries which require

immediate surgical intervention to preserve

tissue. Local and indecisive drainages are

usually disastrous, leading to loss of function

and many times to amputation.
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Q AND A

Question : A film actress is worried about a new scar on her anterior abdominal

wall. She says that from the age of 16, following an appendectomy, she has

had a small oblique scar in the lower right side of her abdomen. This scar is

small and hardly noticeable. Recently, she had her gallbladder removed through

a right vertical supraumbilical paramedian incision, and the scar is wide and
heaped up. Can you explain why the scars are so different?

Answer : The appendectomy incision was made along one of the lines of cleavage

with minimum disruption of the dermal collagen. The gallbladder incision was
made at right angles to the lines of cleavage with maximum disruption of the

dermal collagen. The surgeon was aware of this effect, but he decided on the

vertical incision to permit greater exposure. The safety of the patient must
have a higher priority than the cosmetic defects of the future scar.

Clinical Anatomy for Medical Students*

by Richard S. Snell, M.D.

Little Brown & Co.
*See book review on page 414
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NUTRITION AND EARLY DEVELOPMENT

A few decades ago it was assumed that the

major nutrition disorders belonged to the past.

In fact, they are still very much with us, but in

more subtle and insidious forms. Once established,

most nutrition disorders are difficult to treat; a

more optimistic hope lies in their prevention

through sound nutritional practices during early

life.

George R. Kerr, M.D.

Half of the program of the Annual Meeting

of the Delaware Academy of Family Physi-

cians has been devoted to disorders of nu-

trition, and this reflects the interest which

is evident at all levels of society. Sound

nutrition information is sometimes hard to

identify these days, partly because it is often

presented in tables such as the Recommended
Dietary Allowances of the National Academy
of Sciences

,

1 which, while defining the present

state of scientific knowledge, are largely unin-

terpretable to laymen. Moreover, it has been

too easy to interpret the results of metabolic

studies in experimental animals in terms of

inappropriate value systems: “Protein is good;

cholesterol and refined sugars are bad.” Of

course, most physicians appreciate that in-

dividuals are less concerned with nutrients

than they are with food, and less influenced

by values such as “good” or “bad” than they

are by the many socio-economic, cultural, phy-

siological, and psychological cues which deter-

mine what and when we eat.

The consumer today is becoming more
aware of food and nutritional concerns. Many
adolescents are consuming worrisomely large

Dr. Kerr is Associate Professor of Nutrition, Department of
Nutrition, Harvard School of Public Health.

Supported in part by grant number HL 10098 from the Na-
tional Institutes of Health to the Department of Nutrition,
Harvard School of Public Health.

Presented at the 21st Annual Meeting of the Delaware Academy
of Family Physicians, Wilmington, Delaware.

doses of vitamins A and D in an attempt

to reduce their acne, and housewives and

children are besieged by television commer-
cials endorsing processed or convenience foods

which may look delicious, but on inspection

are found to have a limited or indefinable

nutrient content. Many people who should

know better are looking to nutritional gim-

mickry to undo the consequences of the

stresses of life in our society, and every book-

store has shelves loaded with texts which

promise beauty, long life and happiness if

only a particular dietary pattern is adopted.

It is not surprising that much of the public

is worried about nutrition but not sure where

to turn for meaningful and factual advice.

Our profession has not really kept pace

with development of nutritional concepts.

Too many physicians are either not interested

or not competent in evaluating the nutritional

status of their patients, perhaps because of

frustrations and past disappointments in nu-

tritional counseling. A few go to the other

extreme, however, by endorsing extreme diets

which may “work” for a few people, but do not

for most others and may lead to serious prob-

lems while attempting to reduce modest ones.

An obese individual with concern for athero-

sclerosis and hyperlipemic states would prob-

ably be most unwise to adopt a ketotic or

high fat diet even though it might lead to

significant weight loss.
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Many of us find that there are no easy

answers to the complexities of nutrition-re-

lated disorders, most of which once developed

are difficult to correct. A preventive approach

would probably offer a greater chance of suc-

cess. The purpose of this presentation is to

review some of the ways in which nutritional

factors influence the growth and development

of children, and how application of sound nu-

trition principles in early life may prevent

some of the nutrition-related disorders which,

once established, are so difficult to treat.

Most medical students receive an education

in the intermediary metabolism and molecular

biology of nutrients during their pre-clinical

years, but the teaching of clinical nutrition is

largely confined to the diagnosis and therapy

of established diseases. Most of these can be

easily identified by visual signs: the x-ray

changes of rickets, the purpuric rash of scurvy,

the edema and hair changes of kwashiorkor,

and the extreme wasting of marasmus. Be-

cause these clinical signs are rarely seen in

our country, many physicians believe that

nutritional deficiency diseases belong to the

past. They do see a worrisome incidence of

low-birth-weight babies, however. They do

see children with unexplained delays in physi-

cal growth, unusually frequent infections, and
poor school performance. In the direction of

nutritional excess, they frequently see infants

who triple their birth weights within the first

nine months of life and are obviously obese

but expected to “grow out of it.” I believe

that these populations represent the nutri-

tional disorders of our society, but our search

must not be limited to disorders which we
can see but also include those which we can

recognize because of unusual patterns of de-

velopment and the presence of cultural and
socio-economic factors which place children

at risk for development of nutrition-related

diseases.

Fetuses and children grow by cellular, bio-

chemical, physiological, and behavioral pro-

cesses .
2 Each of these processes culminates

in the state of maturity, each maturing at a

different chronologic age. While a wide variety

of hereditary and environmental agents can

modify the age in life and the final stature at

which maturity is achieved, nutritional factors

have always been of major importance in

changing the velocity of these maturational

processes.

Any child developing at a rate which is

significantly different from that of his peers

should warrant a search for a causal mechan-

ism. And once the cause is identified and

corrected, we can usually anticipate a period

of “catch up” compensatory growth. Unfor-

tunately, however, these “catch up” processes

are often limited in duration to a few months
or a year, and if a child is to recover com-

pletely from a disorder which interfered with

his development, the disorder must be de-

tected and treated early in its course.

During the past ten years we have learned

a great deal about the cellular mechanisms

which form the bases for physical growth .
3

While mitoses and cell divisions continue

throughout life in some organs, a few im-

portant ones such as the kidney, heart and
brain complete their mitotic processes very

early in life. While they may continue to

grow in size, they can only do so by enlarge-

ment of pre-existing cells. If cell numbers
are important for functional maturity, then

the function of these organs may be per-

manently compromised by developmental dis-

orders early in life.

As nutrients are essential for processes of

cellular growth, the risk of nutritional dis-

orders causing permanent developmental ab-

normalities must be appreciated. That under-

nutrition during early life interferes with cel-

lular development of certain organs is now well

recognized .

4 We are only beginning to recog-

nize that over-nutrition early in life also may
result in long range problems. Mitosis of adi-

pose tissue cells occurs primarily during late

fetal life, the first year after birth, and during

adolescence. Over-nutrition during these

periods may result in an excessive number of

adipose tissue cells .
5 Once these mitoses have

occurred, there is no easy way by which fat

cells can be eliminated from the body. They
can always get larger as soon as excess calories

become available. The problem for most peo-
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pie, however, is that they are unable to reduce

these fat cells in size by other than a lifetime

of calorie counting.

Studies conducted by Moulton in the 1920’s

indicated that most of the qualitative changes

in biochemical growth of the body occurred

during the years of fetal and early postnatal

life. 6 Many of the agents which alter the

processes of early biochemical development

have important nutritional correlates and are

most evident in low-birth-weight babies. Hy-
pothermia reflecting inadequate subcutaneous

fat, and hypoglycemia, hyperkalemia, and
metabolic acidosis reflect inadequate liver gly-

cogen. Accordingly, the low-birth-weight

baby should be recognized as being at risk for

a variety of acute nutrition-related crises

which may have serious long-range conse-

quences unless prevented or vigorously

treated.

We are most competent at detecting dis-

orders of physical growth because they can

be measured by simple devices of scales and
yardsticks. Most of the problems which con-

cern parents of children with unusual physical

stature turn out to be simply extremes of the

spectrum of normal child development. Pro-

gressive departures from the norms of physical

growth usually indicate significant problems,

however, and nutrition disorders have always

been major causes of abnormal physical sta-

ture of children. Under-nutrition is probably

the major cause of growth failure in the

children of the world. 7 While clinically recog-

nizable under-nutrition may not be common
in our practices, we should not ignore the pos-

sibility of a nutritional cause for any child

with physical growth failure. If a child fails

to gain weight at the same rate he fails to

gain height, then he should not look particu-

larly undernourished but simply smaller than

appropriate for his chronologic age. Fortun-
ately, catch up growth can usually be antici-

pated if nutritional rehabilitation can be im-
plemented. Even without it, the onset of

puberty may be delayed for up to several

years in these children, resulting in a period
of growth not usually anticipated in individ-

uals of that age. 8

As under-nutrition can delay or retard the

processes of physical growth, it should not be

surprising that over-nutrition may have the

opposite effects. Obesity is well known to

lead to increased growth velocities of children,

earlier puberty, and earlier growth cessation.

There are dubious merits to this accelerated

growth velocity, however, and there is reason

for some concern that many of the nutrition-

related disorders which confront adults may
be initiated by obesity in childhood. The er-

roneous belief that childhood obesity is lost

with adolescence seems firmly rooted in medi-

cal folklore, and we should be taking a strong

position in counseling parents against the type

of feeding practices which lead, sometimes as

a result of misapplied affection, to early obe-

sity.

The areas of child development which are

most important to societal goals lie in the

behavioral area. It’s uncertain whether nu-

tritional factors are major determinants of

behavior, but they certainly can modify neuro-

chemistry, and it is quite possible that such

changes may be reflected in learning or social

behavior. It is probably wise to exercise cau-

tion in accepting most of the statements

which explain altered behavior on a nutri-

tional basis. “Health food” activists fre-

quently state that their own particular diets

lead to feelings of peace, tranquility and
brotherhood; this may be true, but such feel-

ings are difficult to measure objectively. On
the other hand, there is widespread specula-

tion that if a child is undernourished early in

life, his intellectual future may be perma-

nently compromised. 9 While a relationship be-

tween under-nutrition in early life and subse-

quent learning disorders is accepted, they are

not necessarily causally related. Any environ-

ment in which children become malnourished

must expose them to other environmental in-

sults which could also result in behavioral

consequences. 10

The most rapid growth velocity and the

greatest need for nutritional support occur

during fetal life. It is currently assumed that

most of the nutrients required for fetal growth

are delivered to the fetus by placental trans-
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port processes. With our limited understand-

ing of placental functions, physicians have

tended to adopt one or two rather simplistic

but opposing views. One holds that the fetus

is “a perfect parasite”—it will deplete the

mother in order to obtain its nutritional needs.

Support for this position is found in the ob-

servation that in times of famine or serious

illness pregnant women have given birth to

infants whose weight was only 5 to 10% be-

low normal. 11 Unfortunately, emphasis on the

infant’s weight ignores the far more serious

statistics of increased incidences of prema-

turity, stillbirth, perinatal morbidity, and

mortality. 12

The other simplistic concept holds that the

placenta can “protect” the fetus from bio-

chemical excesses in the maternal circulation.

This is not true; most biochemical compounds
ingested or metabolized by the mother will

reach the fetus in varying amounts. As most

nutrients reach the fetus by active placental

transport processes, resulting in a level in fetal

blood greater than in the maternal circulation,

we should be extremely cautious over the

medications we prescribe for pregnant women.
Although the mother may receive a homeo-
pathic dose, we have no way of determining

the dose which is delivered to the fetus. More-
over, we have no way of detecting subtle fetal

toxicity which might result in suboptimal

mitotic rates in the development of myo-
cardium, the lung, kidney, or brain, or in a

modest reduction in the function of these

organs.

A compromise position which recognizes the

factual bases but avoids the extremism of

both of these beliefs is probably most appro-

priate. One of the first steps might be to up-

date the nutritional and dietary advice we
give to pregnant women. Not too long ago it

was recommended that women gain no more
than 16 pounds during pregnancy; a gain of

somewhere between 22 and 27 pounds is now
considered to be optimal. 13 Largely as a re-

sult of missionary zeal by Dr. Tom Brewer,*

a very vocal lay organization is now challen-

ging the concept that health in pregnancy can

be related to any specific maternal weight

gain. While women with toxemia of preg-

nancy gain excess weight due to water reten-

tion, there is no evidence that excess weight

as such leads to increased incidence of this

disorder. The recent reviews by Singer et al 14

and Eastman and Jackson 15 demonstrate a

linear relationship between maternal weight

gain and birth weight of the baby. Although

an excessively heavy baby is also at risk, the

babies which present the most worrisome

problems in adaptation to birth are those with

low birth weight. Accordingly, any measure

designed to reduce the incidence of low birth

weight would be worthwhile. One logical

step at the present time would be to reduce

the vigor with which pregnant women are

cautioned to avoid excess weight gain, even if

they are hungry. Instead, we should endorse

a diet which is balanced, avoids excesses or

exclusions of specific food classes, and is sup-

plemented with specific nutrients only when a

need is clearly indicated. This type of diet,

eaten in amounts which satisfy the appetite,

and with reduced concern for weight gain as

such as long as the mother remains in good

health, should assure the fetus his nutritional

requirements.

These are a few of the nutritional states

which are influential in determining the

growth and development of children and per-

haps the ultimate role of the children in adult

society. The public is becoming aware of

them, but also of radical and extremist nu-

tritional advice through articles in the lay

press. We must not relinquish our role of

health counselors to those who endorse nu-

tritional extremism but have limited knowl-

edge of how such diets might interfere with

the total health of the individual. It is par-

ticularly important that we become more ac-

tive in attempting to prevent the nutritional

disorders which, if induced in early life, may
have long-range and serious consequences on

the future health and productivity of our so-

ciety.
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CLINICAL APPLICATIONS OF THE

CAROTID SINUS REFLEX

For the past half century the carotid sinus

reflex has been the focus of intense physio-

logical interest and investigation. This funda-

mental cardiovascular reflex influences and

regulates arterial pressure, heart rate, myo-
cardial contractility, and peripheral vascular

resistance. Recently, exogenous stimulation

of this reflex has been employed as a diag-

nostic and therapeutic tool.

The carotid sinus is a dilatation of the in-

ternal carotid artery near its origin at the bi-

furcation of the common carotid artery. Af-

ferent information from the carotid sinus is

relayed to the cardiovascular centers in the

brainstem via the carotid sinus nerve, a branch

of the glossopharyngeal. The efferent loop of

the carotid sinus reflex comprises both sym-
pathetic and parasympathetic pathways to

the heart which influence heart rate and myo-
cardial contractility and sympathetic path-

ways to the adrenal medulla and the pe-

ripheral arterial and venous vasculature. The
reflex functions as a negative feedback sys-

tem, ie, an increase in arterial pressure in-

Dr. Vatner is a member of the Department of Medicine, Uni-
versity of California, San Diego.

This paper was provided by the Delaware Heart Association
for this Journal.

Stephen F. Vatner, M.D.

creases afferent nerve traffic to the cardiovas-

cular center, which in turn reflexly reduces

peripheral vascular resistance, heart rate,

myocardial contractility, and circulating cat-

echolamines, all of which tend to return ar-

terial pressure to control. Carotid sinus hypo-

tension produces opposite results. A similar

reflex arises from a pressure sensing mechan-

ism located in the aortic arch. These reflexes

comprise the major baroreceptor systems. The
baroreceptors serve to maintain arterial pres-

sure and cardiovascular dynamics relatively

constant.

Excessive activation of the carotid sinus re-

flex may produce carotid sinus syncope. Sus-

ceptible patients with a hyperactive carotid

sinus reflex are therefore prone to episodic

hypotension and syncope, characteristically in

elderly men especially, those who wear high,

tight collars, and young women just prior to

menstruation. Patients afflicted with Takay-

asu’s syndrome, a non-specific arteritis affect-

ing the subclavian and carotid arteries of

young women, are susceptible to carotid sinus

syncope.

One established therapeutic and diagnostic

maneuver involving the carotid sinus is differ-
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entiation of supraventricular from ventricular

arrhythmias and the interruption of parox-

ysmal atrial tachycardia by manual carotid

sinus massage. Massage simulates arterial

hypertension and results in a reduction of

sympathetic tone and a simultaneous increase

in vagal tone to the heart. Thus, automaticity

decreases, conduction slows and the tachy-

cardia is frequently abruptly terminated.

Carotid sinus massage has several potential

pitfalls. The technique cannot be applied to

all patients since carotid blood flow may be

compromised in the presence of coexisting

cerebral vascular disease. Syncope, cardiac

standstill due to excessive vagal inhibition of

the sino-atrial or AV nodes, dislocation of an

arterial thrombus or plaque with consequent

cerebral embolism are potential risks that can

be minimized by careful monitoring of heart

rate and limitation of duration of compression.

The carotid sinus nerves can be activated

by a new technique now utilized for inter-

rupting disabling, recurrent attacks of parox-

ysmal atrial tachycardia. The baroreflex is

activated by electrical stimulation of the ca-

rotid sinus nerves, again, like manual stimu-

lation, stimulating the afferent limb of the

reflex arc and tending to slow the heart rate

and interrupt the attack by decreasing sym-

pathetic tone and increasing in vagal restraint.

At operation electrodes are implanted bilater-

ally on the carotid sinus nerves, and a radio-

frequency receiver attached to the electrodes

is placed in a subcutaneous pocket. After

the recovery from operation the patient activ-

ates a radiofrequency pacemaker* to stimu-

late the carotid sinus nerves electrically via

the receiver-electrode circuit. Thus, the re-

flex can be activated immediately by the pa-

tient as needed, stimulation can be discon-

tinued abruptly, and stimulation may be
initiated safely and repeatedly.

Carotid sinus massage has been used as a

tool in the diagnosis of angina pectoris for

many years. Recently carotid sinus nerve

stimulation has been employed also in the

therapy of angina pectoris by Braunwald and

co-workers. Angina pectoris results from a

disparity between the oxygen requirements of

the myocardium and oxygen availability via

myocardial blood supply. Electrical stimu-

lation of the carotid sinus nerves tends to

diminish the myocardial oxygen requirements

primarily by reducing arterial pressure, left

ventricular afterload and myocardial wall ten-

sion, while it reduces heart rate and myo-
cardial contractility to a lesser extent. In ad-

dition, carotid sinus nerve stimulation pro-

duces reflex coronary vasodilatation through

a reduction in resting sympathetic coronary

constrictor tone. The reduction in myocardial

oxygen requirements and possibly increased

supply has proven to be beneficial to patients

utilizing electrical carotid stimulation to ter-

minate attacks of angina pectoris.

Since the main function of the carotid sinus

reflex is to regulate arterial pressure, carotid

sinus nerve stimulation has been utilized in

the therapy of the most common disorder of

blood pressure, essential hypertension. Altered

function of this reflex may contribute to sus-

tained hypertension in this disorder. Persistent

electrical carotid sinus stimulation has low-

ered blood pressure substantially for as long

as five years. In some cases actual regression

of eyeground changes has occurred. This

technique, in association with antihyperten-

sive drug therapy, is being used successfully

for the treatment of moderate and severe hy-

pertension.

Activation of the carotid sinus reflex is a

useful diagnostic tool. Experiments in animals

by Vatner and associates have demonstrated

that the characteristics of the reflex change

with altered states of consciousness ie, a

differential pattern of autonomic outflow oc-

curs in the conscious organism as opposed to

during sleep or after general anesthesia. Baro-

receptor function can be assessed in man by
measurement of heart rate after administra-

tion of angiotensin intravenously. This drug

raises arterial pressure by increasing periph-

eral resistance. The elevated arterial pressure

then causes reflex slowing of heart rate. The
relationship between the rise in arterial pres-

sure and reflex slowing has been characterized^Medtronic, Inc., Minneapolis, Minnesota
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in normal individuals and has been found to

be altered in patients with hypertension and

those with congestive heart failure. Dimin-

ished baroreceptor sensitivity has been demon-

strated in both these disease states and may
contribute to maintenance of essential hyper-

tension.

Thus, the carotid sinus reflex, a cornerstone

of cardiovascular physiology for half a cen-

Soofc i^eviewd
CLINICAL ANATOMY FOR MEDICAL STUDENTS by

Richard S. Snell, M.F., Ph.D., 1st edition, Little,

Brown & Co., Boston, Mass., 1973. 909 pp.

I was very favorably impressed with Dr.

Snell’s book. He makes many of the impor-

tant clinical points which I am just now learn-

ing. How nice it would be to hear them dur-

ing the first year, when you keep wondering

when you will ever use all that anatomy!

In his introduction Dr. Snell states that

“Anatomy can be a boring subject— clinical

anatomy is fascinating.” His textbook may
well prove his point to first-year medical stud-

ents.

Abandoning a great deal of the minutiae

found in the more classic tomes, Dr. Snell has

developed a very readable 876-page text which

presents the essentials of clinical anatomy.

Such a book is likely to fill the needs of first-

year medical students, who, these days, have

far less than the traditional full year in which

to learn the anatomy which will serve as one

of the cornerstones of their later clinical edu-

cation.

Each chapter follows a format which begins

with a description of surface anatomy, pro-

ceeds to internal anatomy and brief instruc-

tions for dissection, a section of clinical notes

emphasizing the most practical points of phy-

siology with respect to the most-frequently-

tury, is now being utilized in cardiovascular

diagnosis and therapy. Electrical stimulation

of the carotid sinus nerves is being employed

to treat angina pectoris, recurrent supraven-

tricular tachycardia, and essential hyperten-

sion. In addition, altered responsiveness of

the baroreceptors in disease states may be

valuable diagnostically and may provide

further understanding of the pathophysiology

of several circulatory disturbances.

&

seen medical and surgical problems. At the

end of each chapter the reader is presented

with a list of clinical problems involving the

area just described (with answers in the back

of the book).

There are excellent sections (complete with

full-page radiographs) on radiographic study

of the chest and abdomen. Clearly-labelled,

full-page radiographs appear at other appropri-

ate points throughout the book.

Dr. Snell has also made efficient use of

italics and numbered lists in organizing ma-
terial. Liberal use is made of simple, but in-

structive illustrations.

The illustrations are mostly diagrammatic,

and instructions for dissections are concise.

Both points will probably make the use of a

manual in the anatomy lab essential for most

students.

In browsing through Dr. Snell’s book, I

found two basic reasons for recommending it

to medical students about to undertake the

study of human anatomy: First, it presents

the truly essential features of this vast sub-

ject in a textbook which is concise enough to

be read entirely during the anatomy course.

Second, it emphasizes the clinical points which

otherwise may be obscured or totally circum-

vented by the wealth of classic detail pre-

sented in the traditional textbooks.

i
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With the current trend toward integration

of classical material into the basic science of

the first two years, Dr. Snell’s book might

well have “come of age” even before its pub-

lication.

Phyllis Morningstar

Miss Morningstar is a fourth-year student at Jeffereson Medical

College.

DEATHS OF MAN by Edwin S. Shneidman, Ph.D. f

Quadrangle/The New York Times Book Co., 1973.

238 pp. Price $8.95.

This compact, taut, never-a-wasted word

book is complete in scope with the added

bonus of being minutely informative and easy

to read. If you want it all in one book, this

is it.

Running the gamut of chapter headings one

finds The Dying Person; Views of Death;

Nuances of Death; Medico-legal Aspects of

Death; Partial Death; Megadeath; and an Ap-

pendix: National Survey of Attitudes toward

Death. Here, in Table 6, are the results of a

questionnaire (30,000 interviewed) : 48% be-

lieved in the heaven-hell concept; 23% be-

lieved in life after death; 55% “strongly wish

there were life after death.”

The reader will recall much that he heard in

Chaplain Lynwood Swanson’s Seminar, “Ill-

ness, Dying, Death and Grief,” three years

ago. The Wilmington Medical Center Depart-

ment of Pastoral Care has kept us well ahead

of the published field. Dr. Shneidman believes

the dual nature of death is its most character-

istic feature. A person may experience em-

pathically the death of another. Paradoxically,

he cannot experience the death of himself.

Death is the universal ending of all living

things, but apparently only man, of all the ani-

mals, knows he is going to die, and thinks

about dying and death. In an era when sexual

inadequacy, acupuncture, and death (not

necessarily in that order) surfeit seminars and

flood the lay and the medical literature, one

begins to feel like pleading, “Stop! Enough/”

Even Dr. Shneidman reminds us that the pro-

fessional literature dealing with dying—what

to tell, how much to tell, how to tell, when
to tell, whom to tell—is somewhat confusing

if not contradictory. He does admit some
adequate guidelines exist, mentioning among
others the well-known works of Kubler-Ross

(who will be a guest speaker at this Septem-

ber’s Seminar sponsored by the Wilmington

Medical Center Department of Pastoral Care).

Be as candid and open about death as one

can, he continues, consistent with the individ-

ual’s capacity, at that moment, for knowing.

Yet the busy physician, he admits, cannot

take the time to deal with each dying patient;

nor does he have the psychic (what about

spiritual?) reserves. We are assured such is

the job of the thanatologist! How fortunate

we are in possessing a medically-oriented

WMC Department of Pastoral Care whose
members are skilled in assisting the staff phy-

sician with his dying patient.

As one closes this book, he realizes all

of these “how-to-die-without-really-trying”

handbooks cannot eradicate the realization

man dies not in accordance with a blueprint.

In fact, death comes always at the wrong time.

And, the dying man asks, as did Job, “If a

man die, shall he live again?” That question

is probably, for most of us, what it all boils

down to.

Charles M. Bancroft, M.D.

•=

THE SURVIVAL OF THE WISEST by Jonas Salk,

M.D., Harper & Row, New York, 1973. 124 pp.

Price $6.95.

This small volume is somewhat boggy in its

rhetoric and somewhat pretentious in concept.

Salk discusses free will vs determinism, popu-

lation growth, and patterns of cultural de-

velopment. He illustrates his positions with

analogies drawn from herd population curves

and molecular biology. I think his biological

parallels are too remote for laymen, too simple

for scientists, and neither just nor elegant

enough for philosophers.

It is difficult to write with great lucidity of
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such things as “metabiology,” “being-ego,”

and “un-fathomable sources of creativity.”

Salk has made a difficult subject more difficult

by his heavy language and run-on style of

writing. I think that he is saying that wis-

dom is necessary to guide us in the future.

If that is what he is saying, I’ve heard it be-

fore. If that is not what he is saying, I don’t

understand the book at all. And I don’t want

to read it again.

Stephen H. Franklin, M.D.

*•* ij*

ADVANCES IN INTERNAL MEDICINE Volume 19,

edited by G. H. Stableman, Yearbook Medical

Publishers, Inc., Chicago, III., 1974. 472 pp. Price

$22.95.

Advances is an annual publication which

presents topics of current interest through the

broad range of Internal Medicine. The topics

are presented in review form with complete

bibliography at the end of each article. The
articles are objectively written displaying very

little of the author’s bias. There is very little

in the way of reporting individual findings;

rather the review format is followed most

closely.

There are twenty reviews this time on such

subjects as the eosinophil, gastrin, thyroid re-

leasing hormone, hyperparathyroidism, amy-
loidosis, cardiac pacing, gout and lysozomes,

neisseria infections, carcinoembryonic anti-

gens, gram-negative bacteria, acute respira-

tory insufficiency, renal biopsy, hypertension,

pathophysiology of drug reactions, and sev-

eral other subjects which have occupied much
of our medical literature this year. One may
argue with the selection of various subjects,

and in a field as broad as Internal Medicine

it is difficult to limit the subjects to just a

few facets of the several systems.

The reviews are well written, are very easy

to read, and provide rather complete cover-

age of their subjects. Reading the book is

like attending a two-day course of seminars.

This book should be known for its ready

reference material and should be used by any-

one preparing a presentation on any of its

many subjects.

R. Walter Powell, M.D.

**:

SICKLE CELL DISEASE edited by Harold Abramson,

M.D., John F. Bertles, M.D., and Doris L. Wethers,

M.D., C. V. Mosby Co., St. Louis, 1973. 352 pp.

Price $29.50.

Since the symposium on which this book

was based was held in November of ’71, a

great deal of the feckless enthusiasm for

screening for sickle cell trait as soon as hema-

tologically feasible has abated. The pitfalls

of well meant but poorly thought out screen-

ing for any genetic deficiency were brought

to the foreground by the errors in the first

sickle cell program. Helter-skelter sickle cell

screening has, I think fortunately, waned
somewhat, but this is a good reference text for

a fascinating disease, particularly the chapters

on sickle cell disease in West Africa, where its

names include Ahotutuo (in Twi), Kwaha
(in Fanti), Amosani (in Hausa) and Chichi

(in Ewe).

CLINICAL APPLICATION OF BLOOD GASES by

Barry A. Shapiro, M.D., Year Book Medical Pub-

lishers, Chicago, 1973. 210 pp. Price $9.95.

Blood gas determinations are now very

commonly ordered laboratory tests in the care

of almost all moderately and severely ill pa-

tients.

The generation gap in medicine is quite

well defined by the clinician’s ability to under-

stand and interpret the results or, at least, to

join in the arguments. The appendix to this

concise text includes some thirty sets of data,

“Exercises in Blood Gas Interpretation,” and

also nineteen “Case Studies in the Clinical

Application of Blood Gas Measurement.”

If you’d like to try to bridge the respiratory

gap, this clearly written, clinically oriented

book is strongly recommended.

Bernadine Z. Paulshock, M.D.
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To the Editor:

Those of us who are involved with the

Family Practice Residency at the Wilmington

Medical Center have concerned ourselves with

what we should teach the residents about a

sigmoidoscopy, not so much how to do it, al-

though that is part of it, but more especially

when to do it. Everyone has heard cancer ex-

perts say that all patients should have sig-

moidoscopy done routinely with every annual

physical examination.

Realizing that perhaps a majority of pa-

tients would not submit to this, we wondered
how many doctors in this community are pre-

pared to do it on those patients who would,

and how many urge it as a routine and when.

So, with the help of one of the Jefferson medi-
cal students who was with us at the time

(Phyllis Morningstar)
,
we conducted a poll

among internists and family medicine doctors.

All together, 63 of those polled responded,

comprising 32 family doctors and 31 internists.

zDeatkd

DAVID J. REINHARDT, III, M.D.

Doctor David Reinhardt died in Beebe

Hospital June 16, 1974, of a ruptured aortic

aneurysm at the age of 49.

A native of Wilmington, Doctor Reinhardt

attended Friends School and St. Andrew’s

School of Middletown. He went to the Uni-

versity of Delaware and received his medical

degree from Jefferson Medical College in 1951.

He served his internship at Bryn Mawr
Hospital and residency in medicine at the Uni-

versity of Pennsylvania Hospital. Following

a year as a research fellow in hypertension at

the University of Pennsylvania Hospital, he

was an exchange fellow at Guy’s Hospital in

London, England.

Starting private practice in Bryn Mawr

There was no significant difference in the

answers from the two groups. About half said

they never do sigmoidoscopy routinely, but

only when indicated, although some do proc-

toscopy instead, and some refer patients for it.

Three family medicine doctors and five intern-

ists said they do it “always” (presumably if

the patient consents). Twelve (six of each

group) said they perform the examination as

a routine on patients over forty.

Our own policy now for asymptomatic pa-

tients is to offer sigmoidoscopy but not to

urge it as a routine, and to strongly advise it

annually if there is a history of cancer or

polyps of the bowel. We also believe that all

family medicine doctors should be competent

to do it in their offices and expect that the

residents finishing our program will be.

Dene T. Walters, M.D.
Director and Program Director

Department of Family Practice

Wilmington Medical Center

and Philadelphia in 1955, he moved to Wil-

mington in 1956 to practice cardiology. Dur-

ing his years in Wilmington he served as di-

rector of the hypertension clinic at the Dela-

ware Hospital and cardiac consultant at the

Delaware State Hospital and the Hospital for

the Mentally Retarded near Georgetown. He
was an attending chief of the medical service

at the Wilmington Medical Center.

In 1968 Doctor Reinhardt moved to Lewes

to become a partner in the Beebe Clinic and

chief cardiologist at Beebe Hospital. He also

served in the Sussex County Cardiology

Clinic.

He was a Fellow of the American College

of Physicians and the American College of

Cardiology, having been governor for Dela-

ware in the latter organization. He was also

a past president of the Delaware Heart As-
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sociation, and a member of the American Doctor Reinhardt is survived by his wife,

Heart Association, the International Society Mrs. Jane S'. Davis Reinhardt, a son Willis,

of Internal Medicine, the American Society of and a daughter Lydia, both at home; his

Internal Medicine, the American Federation mother, Mrs. Elizabeth Andrews Reinhardt

of Clinical Research, the Sussex County of Philadelphia, and two brothers, William, of

Medical Society, and the American Medical Northeast, Maryland, and Joseph, serving in

Association. At the time of his death Doctor the United States Marine Corps at Camp
Reinhardt was a member of the Board of Lejeune, North Carolina.

Trustees of the Medical Society of Delaware. Robert L. Wuertz, M.D.

& % vz

'QditoriaU
CEPHAPIRIN: IS THIS NEW DRUG

REALLY NECESSARY?

During the past year, the medical and lay

press have voiced criticism of the practicing

physician’s utilization of antibiotic agents.

In addition, antibiotic prescribing and pos-

sible overuse have been investigated by Con-

gressional committees. In the midst of this

clamor, the Food and Drug Administration

continues to release new antibacterial agents

which appear to offer little, if any, therapeutic

advantage over previously available agents,

but add to the total number of antibiotics for

selection by the practitioner. The unofficial

justification for this action is that increasing

the number of similar competitive antibiotics

forces the industry to lower the price of these

agents.

Cephapirin (Cefadyl—Bristol Laboratories )

enters an overcrowded field of cephalosporins,

in which three parenteral and two oral prep-

arations are already available in this country.

Cephapirin resembles the prototype, cephalo-

thin, in most of its pharmacologic and thera-

peutic properties, including antibacterial spec-

trum, serum half-life, protein binding, average

serum levels, and urinary excretion. The ma-
jor identifiable difference between cephapirin

and cephalothin is that the newer preparation

is more soluble in water and requires less di-

luent for preparation for injection. It is prob-

able that this increased solubility and smaller

volume for injection account for reported bet-

ter tolerance of the intramuscular preparation

of cephapirin. In addition, it is claimed that

cephapirin is better tolerated by the intra-

venous route than previously available ceph-

alosporins with significantly less phlebitis oc-

curring with its use. However, published

studies on this particular point are not in

agreement, and a much larger experience will

be necessary before the clinician can be cer-

tain that less local irritation will result from

intravenous cephapirin.

Likewise, more clinical experience with

cephapirin in the treatment of patients with

overwhelming infection will be necessary be-

fore the physician can indiscriminately substi-

tute the new cephalosporin for cephalothin in

such patients. It should be emphasized that

there is no reason to suspect that cephapirin

will not be the equivalent of cephalothin in

such a situation, but one should be cautious

before replacing an agent which has served

well these many years.

The recommended adult dose of cephairin

is 0.5 to l.Og I.M. or I.V. every four to six

hours. In life-threatening infections, up to

12.0g per day may be given by the intra-

venous route. In children, the recommended
total daily dose is 40 to 80 mg/kg in four

equally divided doses.

The primary indication for this new anti-

biotic at present would appear to be a clinical

situation in which an intramuscular cephalo-

sporin is indicated.

W.J.H.
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The tax sheltered

financial plan for

professionals

that greatly extends and
enlarges on Keogh is called

PRO PLAN.
It is, in effect, a group financial plan offering such

flexible options as: three no-load mutual funds for

growth, income and short term money market; U.S. Re-
tirement Bonds; variable annuities; fixed annuities;

guaranteed non-medical death benefit; individual ac-

count management; and combinations of the above.

The PRO PLAN is approved by many County and
State Medical Societies. Janney Montgomery Scott is

the exclusive sales and service organization for PRO
PLAN. Your inquiries are welcome.

Please send me your free, descriptive brochure and prospectus

on the PRO PLAN.

I presently have a JMS account.

Name

Address

City State Zip

f 1837S Janney Montgomery Scott
INCORPORATED

MEMBERS NEW YORK STOCK EXCHANGE. INC.

AMERICAN STOCK EXCHANGE. INC. PBW STOCK EXCHANGE, INC

State & Reed Streets, Dover, Del. 19901
Phone:302-736-1473



We look out for your interest.

Where all savings accounts

are compounded continuously

to earn the highest effective

yield allowed by law.

1/0/ annual
A
/q

interest
compounded

Earns 5.47%
annual yield on Regular Sai'i?igs.

Min. llal. $5.00

Earns 6.81%

annual
interest
compounded
continuously

effective

annual yield on 1 and 2 year Invest-

ment Accounts. Min. llal. $1,000

63/0/ annual

/Q interest
compounded

Earns 7.08% effective

annual yield on 3 year Investment
Accounts. Min. Hal. $1,000

Early withdrawal from investment accounts
carry minimum Federal penalties.

HRTISflnS’
SHVinGS BHtlK

Wilmington: 9th and Tatnall Streets • Graylyn and Midway Shopping Centers • (302) 658-6881
Newark: Polly Drummond Shop. Ctr. (302) 658-6881 • Dover: 1555 S. Governors Ave. (302) 674-3214

McELHINNEY &> KIRK, INC

PRESCRIPTION OPTICIANS

103 West 8th Street

PRESCRIPTIONS FILLED Wilmington, Delaware

Phone 656-4862

INDIVIDUAL ATTENTION

ACCURACY AND SERVICE

Suite 11 Professional Bldg.

Augustine Cut-off

Wilmington, Delaware

Phone 652-3583

4561 Kirkwood Highway

STYLES TO FIT YOUR PERSONALITY Millcreek Shoppinc Center

Wilmington, Delaware

Phone 999-0551



Speakers on

“Ask the Doctor”

Speakers for September, 1974 on the Tuesday radio program (11:05 a.m.,

WDEL) produced by the Medical Society of Delaware are: September 3,

William H. Duncan, M.D., Relationship between Alcohol and Drug Ad-

diction; September 10, Henry Cowell, M.D., Genetic Aspects of Ortho-

pedic Surgery; September 17, Sanford G. Rogg, M.D., The Woman, Alone

during the Day, Feeling Isolated, Bored with Housework, and Depressed,

Who Starts Drinking; September 24, Charles M. Bancroft, M.D. Hay
Fever.

In the News Barbara Gibson, a fourth-year medical student at Jefferson Medical Col-

lege, has won the third annual award for the best paper by a house officer

or medical student accepted by or published in the Delaware Medical

Journal. The winning paper, “The Use of Cephalothin in the Treatment

of Pneumonia,” will appear in an upcoming issue of the Journal. The
$200 prize was awarded by William J. Holloway, M.D.

Cor De Hart, M.D. has been appointed acting director of the Division of

Mental Health, Department of Health and Social Services, State of Dela-

ware.

Cristobal Granda, M.D. has been named medical director of the Governor

Bacon Health Center.

Rhoslyn J. Bishoff, M.D. was recently elected president of the American

Cancer Society’s Delaware Division.

NIH Study The cooperation of physicians is requested in the referral of patients with

hereditary spherocytosis in need of splenectomy for a study of the effects

of hemolysis on hepatic function being conducted by the National Insti-

tute of Arthritis, Metabolism, and Digestive Diseases’ Section on Diseases

of the Liver at the Clinical Center, National Institutes of Health, Beth-

esda, Maryland. Patients will undergo studies of bilirubin production and

other aspects of hepatic function. Following these baseline studies, splenec-

tomy will be performed when clinically indicated for the management of

hemolysis. Physiologic studies will be repeated during the post-operative

recovery period. Physicians interested in having their patients considered

for admission to this study may write or telephone: Paul D. Berk, M.D.,

Clinical Center, Room 4D-52, National Institutes of Health, Bethesda,

Maryland, 20014, telephone (301) 496-1721.

Cancer Film A new professional education film, “Colon Stoma Placement—A Prime

Factor in Rehabilitation,” is now available from the American Cancer

Society’s Delaware Division. The film demonstrates the impediments to

function, comfort, and rehabilitation that can result from poor placement

of a colon stoma. Surgery is demonstrated in which a separate incision

is made for constructing the stoma, which is then “matured” by suturing
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HEW Funds to

Family Practice

Program

Medical Society

of Delaware
Annual Meeting

Pastoral Care

American College of

Physicians Postgraduate

Courses

to the skin, resulting in a stoma that is quickly ready to function normally.

For information call 654-6267.

The Family Practice residency training program of the Wilmington Medi-

cal Center will be the recipient of increased HEW funds during 1975 and
1976. HEW’s 1974 budget allocated $45,637 for the Family Practice

program. Promised support will be $151,500 in 1975 and $112,525 in

1976.

The 185th Annual Meeting of the Medical Society of Delaware will be held

October 25-26, 1974. Reference Committees will meet at 10:00 a.m. and
the House of Delegates will convene at 1:00 p.m. on Friday, October 25th

at the John M. Clayton Hall, University of Delaware, Newark. All mem-
bers are invited to attend. Scientific Sessions will be held October 26th at

the Delaware Academy of Medicine Building, Wilmington. Martin Gold-

berg, M.D., Zalman S. Agus, M.D., Robert Narins, M.D., and Laurence H.

Beck, M.D. will present an Acid-Base Program beginning at 9:15 a.m.

Thomas A. Harris, M.D. (author of I’m OK, You’re OK) will speak on

“Transactional Analysis, the New Psychology for Physicians,” beginning

at 2:00 p.m. The annual dinner-dance will be held at the Wilmington

Country Club Saturday evening beginning at 6:30. Advance registration

is requested. See the September, 1974 issue of the Delaware Medical

Journal for the complete program.

CLINICAL NOTICES AND MEETINGS

A seminar on “Management of the Dying Patient” will be held on September 11,

1974, 1:30 to 3:30 p.m., at the Delaware Academy of Medicine, for the Medical-

Dental Staff, Interns, and Residents of the Wilmington Medical Center. A two-

day conference on “The Essence of Life and Death” will be held September 12-13,

1974, at the Delaware Academy of Medicine. The cost of the two-day conference

will be $20.00. Elisabeth Kubler-Ross, M.D., author, lecturer, and authority on

Thanatology will be the featured speaker at both conferences.

CLINICAL COURSE IN NEPHROLOGY, American College of Physicians Post-

graduate Course, co-sponsored by the Royal Victoria Hospital and McGill Univer-

sity, Montreal, Quebec, October 7-9. Information: Registrar, Postgraduate Courses,

ACP, 4200 Pine Street, Philadelphia, Pa., 19104.

VALVULAR HEART DISEASE — 1974, American College of Physicians Post-

graduate Course, co-sponsored by the University of New Mexico School of Medicine,

Albuquerque, New Mexico, October 24-26. Information: Registrar, Postgraduate

Courses, ACP, 4200 Pine Street, Philadelphia, Pa., 19104.

NEW DEVELOPMENTS IN DIAGNOSIS AND TREATMENT OF DISEASE
WITH RADIONUCLIDES, American College of Physicians Postgraduate Course,

co-sponsored by the University of Michigan Medical Center, Ann Arbor, Michigan,

October 21-25. Information: Registrar, Postgraduate Courses, ACP, 4200 Pine

Street, Philadelphia, Pa., 19104.

CRISIS MEDICINE, American College of Physicans Postgraduate Course, co-

sponsored by Albany Medical College, Albany, New York, October 28-31. Informa-

tion: Registrar, Postgraduate Courses, ACP, 4200 Pine Street, Philadelphia,

Pa., 19104.
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In Brief

Patient Care and
Respiratory Diseases

Symposium

The New York University Medical Center will hold the first annual symposium on

Comprehensive Patient Care and Current Research in Chronic Respiratory Diseases

October 25, 1974 at Goldwater Memorial Hospital, Roosevelt Island, New York City.

For information contact Miss Arleen Mandia, symposium registrar, Department of

Rehabilitation Medicine, Goldwater Memorial Building, Roosevelt Island, New
York, N.Y., 10017.

Laryngology and The Department of Otolaryngology, Abraham Lincoln School of Medicine, Univer-

Bronchoesophagology sity of Illinois, and the Eye and Ear Infirmary of the University of Illinois Hos-

Course pital, will conduct a continuing education course in Laryngology and Broncho-

esophagology, November 18-23, 1974, at the Eye and Ear Infirmary, Chicago, Illi-

nois. For information write to the Department of Otolaryngology, Eye and Ear
Infirmary, 1855 West Taylor Street, Chicago, Illinois, 60612.

Critical Care The Third International Symposium on Critical Care (Shock, Medicine, Surgery,

Symposium and Anesthesia) will be held November 4-8, 1974 in Rio deJaneiro, Brazil. For

information, write to Brenildo Meirelles Tavares, M.D., C. Postal 14 700, ZC-95,

Rio deJaneiro, Guanabara, Brazil.

Chest Physicians’ The American College of Chest Physicians will sponsor the postgraduate course en-

Course titled, “Coronary Artery Disease—1974”, at the Page and William Black Postgradu-

ate School of the Mount Sinai School of Medicine of the City University of New
York, October 3-5, 1974. For information write to Bradford W. Claxton, M.Ed.,

Director of Continuing Education, American College of Chest Physicians, 911 Busse

Highway, Park Ridge, Illinois, 60068.

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisements are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisement of a professional nature are free to members.

PEDIATRICIAN: Available July, 1976. Interested

in practicing in Delaware, particularly interested

in Newark area. Graduate of the University of

Tennessee College of Medicine.

FOR SALE: Used dental equipment. Includes
2x2 and 4x4 overhead lights, two Ritter chairs,

GE-90 X-ray control and head, floor mounted
head, Valtronic cabinets and tops, Pelton and

Crane sterilizer, Quantiflex nitrous-oxide unit,

and assorted small equipment, all in excellent

condition. Call Charles S. Horn, III, D.D.S., 478-

0755 or 478-0642 for information.

EIRO
608 N. UNION STREET
Wilmington, Delaware

PHONE 652-0300
SURGICAL, ORTHOPEDIC and PROSTHETIC APPLIANCES
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According to her major
symptoms, she is a psychoneu-

rotic patient with severe

anxiety. But according to the

description she gives of her

feelings, part of the problem
may sound like depression.

This is because her problem,

although primarily one of ex-

cessive anxiety, is often accom-
panied by depressive symptom-
atology. Valium (diazepam)

can provide relief for both—as
the excessive anxiety is re-

lieved, the depressive symp-
toms associated with it are also

often relieved.

There are other advan-

tages in using Valium for the

management of psychoneu-

rotic anxiety with secondary

depressive symptoms: the

psychotherapeutic effect of

Valium is pronounced and
rapid. This means that im-

provement is usually apparent
in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

For further information

on this subject, the following

references are provided:
1 . Henry BW, et al: Dis Nerv

Syst 50:675-679, Oct 1969.
2. Hollister LE, et al: Arch Gen

Psychiatry 24 \ 273-278, Mar 1971.

3. Claghorn J: Psychosomatics
77:438-441, Sept-Oct 1970.

valium'

2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

surveillance because of their predisposi-

tion to habituation and dependence. In

pregnancy, lactation or women of child-

bearing age, weigh potential benefit

against possible hazard.

Precautions: If combined with other psy-
chotropics or anticonvulsants, consider
carefully pharmacology of agents em-
ployed; drugs such as phenothiazines,
narcotics, barbiturates, MAO inhibitors

and other antidepressants may potentiate
its action. Usual precautions indicated in

patients severely depressed, or with latent

depression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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WHERE TO LOCATE THE NEW HOSPITAL

For ten years the medical community at

the Wilmington Medical Center has wrestled

with various building plans. The reasons

that the physicans and Boards of the Dela-

ware Hospital, the Wilmington General Hos-

pital, and the Memorial Hospital merged were

three: (1) to avoid duplication, (2) to save

money, and (3) to have a one-roof hospital.

The Planning Committee of the Medical Cen-

ter soon advised us that there was no land

available in the city. It was said that the

city administration was not interested in the

problem, and at that time 200 acres of a 550-

acre tract were given to the Center as a gift.

From that time on, the Long-Range Planning

Committee of the Center and the administra-

tion of the Center have recommended that

the Wilmington Medical Center build its new
hospital on the 1-95 site.

The various staff departments of the Medi-

cal Center have held countless meetings on

this subject and, in summary, the sense of the

meetings is as follows: The majority of the

physicians prefer a one-roof concept, prefer-

ably in the city; but since that was said to be

impossible because of various reasons given

by the Center, the medical staff has agreed

to a two-roof concept. The in-city site would
be at the Delaware with a $9 million ex-

pansion program, the Memorial and the Wil-

mington General would be closed or converted

to nursing home-type facilities, and the new
full-service hospital of 300 to 570 beds would
be built on 1-95. This plan would have ob-

stetrics, gynecology, pediatrics, urology, and
ENT at the 1-95 hospital only, with none of

those departments at the Delaware site.

The medical school in Delaware issue must
be raised at this time because, obviously, this

consideration has importance in hospital

planning. I feel that our small state cannot

do everything well and that we should not at-

tempt to match the facilities of Pennsylvania

and other large states. Our present dimer
program accommodates twenty Delaware stud-

ents per year, which would seem an optimum
number. This type program seems to work
well for Montana, Idaho, Alaska, Maine, and
other states. The great expense of a medical

school in Delaware would be an unfair bur-

den to the public, in my opinion, and the fifty

students per year that Doctor William White-

horn recommended would soon saturate Dela-

ware’s demands for doctors. After that, we
would be paying and training doctors for other

states. I feel the medical school role is the

reason some members of the hospital Board
favor the 1-95 site.

Admittedly, since I have been your Presi-

dent, I have developed paternalistic feelings

toward you. I was concerned about a split

staff nine miles apart, two teaching programs,

split department meetings—we were going

from three roofs close together to two roofs

far apart, in direct violation of our wishes and
the plans held out to us at the time of the

merger.

At the same time, patterns of practice

would be disrupted, doctors would have to

move their offices in many cases, and many
of us worried how we could practice in these

two divisions this far apart—especially with

patients in Coronary Care, GI bleeders, sepsis,

etc. As we move our offices from town to the
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new hospital site, our patients would have

to travel that additional distance just for rou-

tine office visits.

In addition, I objected to a major move of

medical facilities away from the city. We all

are concerned about a poor hospital in the

city and an affluent hospital in the suburbs,

toward which all future growth would go. The

people with the least would have to travel the

most. Patients in the northern part of Wil-

mington would have to travel to 1-95 for those

services that were not available at the Dela-

ware; if it is wrong for the people of Newark

to come to Wilmington for medical services, it

is just as wrong for the people in Wilmington

to go to Newark for medical services.

I have talked with some of the administra-

tors at the St. Francis Hospital and the River-

side Hospital, and they would expect both of

their hospitals to expand if the major hospital

of the Medical Center is built at 1-95. This

extra expense for the people of Delaware is

not added into the proposed cost of these

plans to date. In addition, I feel this plan

would generate patient and political support

to build a private-type hospital in the Brandy-

wine Hundred area, as has been suggested in

the past.

I well remember the planners, architects,

and Board members who were involved with

the relocation of the Delaware Correctional

Institute in Smyrna. I attended those Board

meetings and spoke against the proposal

—

I favored putting the new prison at Delcastle

or closer to Wilmington. I was concerned

about getting a professional staff to go to

Smyrna, I was concerned about the tremen-

dous problem of transporting prisoners to the

courts and hospitals in Wilmington, and I

wondered how the relatives of the prisoners

could get to Smyrna. The planners all as-

sured me that transportation was no problem
and this was the “modern trend.” I feel that

the results now speak for themselves. I no-

tice that a new prison facility is once again

under consideration in Wilmington. The cost

of transporting prisoners to Wilmington for

medical care exceeds the total cost of their

medical department. This experience has

tended to prove to me that planners, like

everybody else, are not always right.

With all of this information as background,

I discussed with Mayor Tom Maloney of

Wilmington, a number of leaders of the medi-

cal community, and prominent citizens the

following plan: Permit the doctors and people

of Newark to decide what type of hospital

planning they prefer. They should not be

dictated to on this matter, but neither should

they dictate to Wilmington. A 200 Jbed com-

munity hospital could be built in Newark, or

a 200-bed satellite hospital could be built at

the 1-95 tract—thus preserving the 200 acres

for the future growth of the Medical Center

but permitting the doctors and people of

Newark a major voice in this hospital. The
four blocks adjacent to the Delaware Hospital,

over ten acres of land, are available for ex-

pansion. Put a 300- or 400-bed hospital in

two of these blocks adjacent to the Delaware.

The Mayor has stated that he will condemn
the property not already owned by the Medi-

cal Center. Under this plan we have one

staff in Wilmington and a hospital for the

Newark population, and under this plan step-

wise expansion is possible rather than the

immediate $70 million outlay required by the

Medical Center’s plan.

I feel the Medical Center thinking has been

dominated by the 200-acre gift. I feel that

they have taken the population drift in New
Castle County and blown it out of proportion

to all the other issues to be considered in this

matter. I agree that some city hospitals

have moved out to the county, but I have

not found any that went through the convul-

sion of breaking off half of the hospital and
half of the staff, as the Medical Center is

proposing.

The Mayor has presented this plan to the

staff and to the Board of Trustees of the

Medical Center. The Medical Center has

presented its plan on numerous occasions. At
the quarterly Medical-Dental staff meeting of

the Wilmington Medical Center on September

10, 1974, the staff was given the opportunity
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President's Page

to vote their preference. The staff voted 120

to 25 for the one-roof, one-staff concept as

opposed to the Medical Center’s two-roof,

1-95 plan.

Now it is time for final open debate of these

issues; and then, through the democratic pro-

cess, a final decision must be made. But this

decision must be in the light of day, with all

the concerned and involved parties participat-

ing freely. (In essence, a direct primary

rather than a nominating committee selecting

one or two plans, both undesirable, and ask-

ing the voter which undesirable plan he

favors.) Then whatever the decision may be,

the staff and the Board of Trustees and the

people of Delaware will back this plan with

pride, enthusiasm, and their full support. I

do hesitate to have the Wilmington Medical

Center staff collect the statistics and costs for

both plans when they are known to have a

preference in the final decision. Only if the

final decision is made by an elitist group at-

tempting to frustrate the democratic process

will bitterness, division, and non-support oc-

cur. My purpose on entering this arena was

to remove some of the facade of the past and

permit a free, open discussion of alternatives.

My only condition is that whatever the de-

cision may be it must be decided in a demo-

cratic fashion—that is my only irrevocable

demand.

This is my last President’s Page. With
this essay I hand the pen to my friend and

colleague, President-elect Joe Belgrade. As

your president, I have primarily expended my
energy toward maintaining the integrity and
freedom of the medical profession. Barbara

and I have enjoyed representing you at func-

tions in nearby states. I have enjoyed being

your president. It has not been a sacrifice,

it has been a pleasure. Thank you for giving

me this opportunity.

£ KS «*

Q AND A

Question : A surgeon performing a difficult appendectomy was confronted by a

large number of adhesions in the peritoneal cavity in the right iliac region. He
was unable to find the base of the appendix, although he could recognize the

cecum. What anatomical structure on the cecum would enable him, without fail,

to find the base of the appendix?

Answer: The longitudinal muscle of the colon and cecum is confined to three

visible bands, known as the teniae coli. These can be followed to the base of the

appendix without difficulty. Here the teniae spread out to enclose the appendix,

so that it has a complete coat of longitudinal muscle.

Clinical Anatomy for Medical Students

by Richard S. Snell, M.D.

Little Brown & Co.
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BUTISOL Sodium provides highly predictable sedative effect:

minor dosage adjustments are usually all that’s needed to

produce the desired degree of sedation. (With 3 dosage forms

and 4 strengths to make adjustments easy.)

BUTISOL Sodium offers prompt, smooth, relatively non-
cumulative action: begins to work within 30 minutes... yet,

because of its intermediate rate of metabolism, generally has

neither a “roller-coaster” nor a “hangover” effect.

BUTISOL Sodium is remarkably well tolerated:
a 30-year safety record assures you that there is little likelihood

of unexpected reactions.

BUTISOL Sodium saves your patients money:
costs less than half as much as most commonly prescribed

sedative tranquilizers*

These are four good reasons for prescribing BUTISOL
Sodium for the many patients who need to have the pace set

just a little slower. Its gentle daytime sedative action is often

all that’s needed to help the usually well-adjusted patient

cope with temporary stress.

*Based on surveys of average daily prescription costs.

Butisol
(SODIUM butabarbital;

SODIUM*

Contraindications: Sensitivity or idiosyncracy to barbiturates: history of

manifest or latent porphyria or marked liver impairment; respiratory disease

with dyspnea or obstruction; history of addiction to sedative/hypnotic drugs;

uncontrolled pain, to avoid because of possible excitement.

Precautions: Exercise caution in: moderate to severe hepatic disease;

anticoagulant therapy, because of possible increased metabolism of coumarin

anticoagulants; withdrawal in drug dependence or the taking of excessive

doses over a long period, to avoid withdrawal symptoms; elderly or debilitated

patients, to avoid possible marked excitement or depression; use with alcohol

or other CNS depressants, because of combined effects.

Adverse Reactions: Slight hangover, drowsiness, lethargy, headache, skin

eruptions, nausea and vomiting, hypersensitivity reactions (especially in those

with asthma, urticaria, angioneurotic edema, or similar conditions).

Usual Adult Dosage: For daytime sedation, 15 mg. to 30 mg. t.i.d. orq.i.d.

/ -v For hypnosis, 50 mg. to 100 mg.

McNEIL Available as: Tablets, 15 mg., 30 mg., 50 mg., 100 mg.; Elixir, 30 mg. per 5 cc.

' (alcohol 7%). BUTICAPS® [Capsules BUTISOL SODIUM (sodium
McNeil Laboratories, Inc., Fort Washington, Pa. 19034 © McN 1971 butabarbital)] 15 mg., 30 mg., 50 mg., 100 mg.
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1964-1974

In the past decade the membership of the

Medical Society of Delaware has grown about

20%. Considerably beyond this proportion

is the extent by which Medical Society ac-

tivities and services have increased in that

period of time.

Your administrative and clerical staff has

doubled in order to take care of the workload

created by these increased activities.

Ten years ago the Society’s involvement in

legislation was unsystematic and casual, usu-

ally springing to life only when some piece

of legislation of major and direct impact was

impending. Today your staff follows closely

the day-to-day activities of the General As-

sembly, when in session, and a very active

committee of the Society meets regularly and

frequently to deal with legislative matters.

Clerical work connected with the adminis-

tration of the medico-legal screening panel

has been brought under the wing of the Medi-

cal Society staff, in order to insure greater

efficiency and confidentiality.

Ten years ago Delaware physicians were

“on their own” where malpractice insurance

is concerned. The threat of wholesale cancel-

lation or withdrawal was in the air. The
Society was able to negotiate a five-year

guaranteed liability insurance program for its

members. Today the Medical Society of Del-

aware represents its members in negotiating

with the insurance carriers, not only in ob-

taining coverage but also in protecting them
against arbitrary cancellations.

Other improvements have been made in

the insurance programs available to our mem-
bers. A combined disability insurance pro-

gram allows a single annual payment and
better coverage and has a non-cancellable

clause. A new office overhead program will

be offered to members this fall. Through So-

ciety auspices the Academy of Medicine life

insurance program has been made available

to members of the Kent and Sussex County

Medical Societies.

The annual meeting has been expanded,

notably in the meeting of the House of Dele-

gates, formerly of two hours’ duration, now
occupying an entire day. Well-known outside

speakers are always a feature of the annual

meeting as is the Annual Prayer Breakfast,

now a Society tradition. Use of the airways

as a public relations tool has increased to in-

clude television as well as radio. A Medical

Explorers’ Post formed to encourage medicine

as a profession is so successful that 74 mem-
bers now belong. With more physician volun-

teers a second post could be started. Better li-

aison with the Woman’s Auxiliary has resulted

in increased response by physicians to the

fund-raising activities of the Auxiliary, includ-

ing support for ama-erf, dimer, and nursing

scholarships. While previously there was no

top-level communication between the officers

of the Society and their counterparts in Blue

Shield, today these groups meet at least quar-

terly to iron out problems and discuss mat-

ters of mutual concern.

“Peer Review” as we know it today was

virtually an unknown concept ten years ago.

Now committee machinery actively functions

to study and correlate data regarding pro-

fessional norms, so that the profession is bet-

ter able to know what is being done and why
in actual practice, with a view always to-

ward improvement. The Professional Con-

duct Committee continues to function at the

County level.

In general the changes in the activities of

the Medical Society of Delaware over the past

ten years seem to reflect a greater public

awareness on the part of the profession.
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ofthemembers
ofthe Medical

SocietyofDelaware
have alreadysignedup

forthe MSD endorsed
liability insurance plan.
Why such support? Because this special package from

/Etna Life & Casualty is a very practical approach to a doctor’s

needs in liability coverage. Coverage that includes

professional, office premise and catastrophe liability insurance,

all in one package. It can even be extended to cover your

professional equipment, too.

Want to know more? Contact your MSD office or the nearest

/Etna Life & Casualty agent.



MEDICAL SOCIETY OF DELAWARE

1776-1789-1974

185th ANNUAL MEETING

October 25 and 26, 1974

PROGRAM
October 25 HOUSE OF DELEGATES

John M. Clayton Hall, University of Delaware

Newark, Delaware

10:00 A.M.

12:00

1:00 P.M.

5:15

6:00

Reference Committees

Luncheon

House of Delegates

Cocktails

Dinner

October 26 PRAYER BREAKFAST

7:45 A.M. Home of Merciful Rest, Wilmington

SCIENTIFIC SESSION

Delaware Academy of Medicine

1925 Lovering Avenue, Wilmington

8:30 A.M.

9:00 A.M.

9:15 A.M.

9:20 A.M.

9:40 A.M.

10:00 A.M.

10:20 A.M.
10:45 A.M.

12:15 P.M.

12:30 P.M.

2:00 P.M.

4:00 P.M.

REGISTRATION— EXHIBITS
CALL TO ORDER — William J. Vandervort, M.D., President, Medical Society

of Delaware.

Welcome to the City — The Honorable Thomas C. Maloney, Mayor of Wilming-

ton. Greetings — Harold S. Rafal, M.D., President, New Castle County Medical

Society. Report of the House of Delegates — Calvin B. Hearne, M.D., Secretary,

Medical Society of Delaware.

DIFFERENTIAL DIAGNOSIS AND MANAGEMENT OF ACID-BASE DIS-

TURBANCES — Introductory Remarks — Martin Goldberg, M.D., Professor of

Medicine and Chief, Renal Electrolyte Section, Department of Medicine, Univer-

sity of Pennsylvania School of Medicine.

GENERAL CONCEPTS AND TERMINOLOGY OF ACID-BASE DISTURB-
ANCES — Zalman S. Agus, M.D., Assistant Professor of Medicine, University of

Pennsylvania School of Medicine.

THE METABOLIC ACID-BASE DISTURBANCES — Robert Narins, M.D.,

Assistant Professor of Medicine, University of Pennsylvania School of Medicine.

THE RESPIRATORY ACID-BASE DISTURBANCES — Laurence H. Beck,

M.D., Assistant Professor of Medicine, University of Pennsylvania School of

Medicine.

INTERMISSION — EXHIBITS
PANEL DISCUSSION AND PRESENTATION OF CASE EXAMPLES — Doc-

tors Goldberg, Agus, Narins and Beck.

BUSINESS MEETING
LUNCH — Host, New Castle County Medical Society.

VISIT EXHIBITS
TRANSACTIONAL ANALYSIS— THE NEW PSYCHOLOGY FOR PHYSI-
CIANS— Thomas A. Harris, M.D., President, Institute for Transactional Analy-

sis, Sacramento, California.

ADJOURNMENT
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DINNER DANCE
Wilmington Country Club

Kennett Pike, Wilmington

6:30 P.M. Cocktails

7:30 P.M. Annual Banquet

Invocation — Chaplain Lynwood Swanson, Wilmington Medical Center

Dancing ’til 12:00 — The Hi Liters

Program is acceptable for six prescribed hours by the American Academy of Family Physicians

VS VS VS

THE WOMAN’S AUXILIARY TO THE

MEDICAL SOCIETY OF DELAWARE

Saturday, October 26, 1974

HOSPITALITY

Two homes will be open for hospitality — coffee, resting, and changing:

Doctor and Mrs. Charles Strahan, Jr.,

2105 Kentmere Parkway, Wilmington, Delaware 19806 — 656-6375

Doctor and Mrs. Christos S. Papastavros

100 Augustine Cut-Off, Wilmington, Delaware 19803— 658-0576

PROGRAM

Members of the Woman’s Auxiliary will have an all-day Arts and Crafts Show in the Academy
of Medicine Library. Everybody is welcome.

12:30 P.M. LUNCH — Host, Medical Society of Delaware

vs vs

EXHIBITORS

No. 1 — Encyclopaedia Brltannica

Encyclopaedia Britannica welcomes delegates to the 18 5th Annual Meeting of the Medical Society of

Delaware. As part of our exhibit, we will have on display the great new edition of Britannica 3, the Bri-

tannica Junior, and other related products. Stop and inspect these products in Booth No. 1. They are

available to the delegates at our convention offer.

No. 2— Mutual Benefit . Life Insurance Company
Alden-Levine Associates—Wilmington, Agency of Mutual Benefit Life Insurance Company, presents

"Financial Planning for the Physician.” There will be special emphasis this year on "Financial Pro-

files” and disability income for the professional, objective computer analysis of the physician’s financial

goals and the characteristics of various investment media best suited for accomplishing these goals.

No. 3— PRO Services

PRO Services and Cannon & Company, Inc. (Plan Administrator) are pioneers in the administration

of self-employed retirement programs and currently provide service to well over four thousand accounts.

The experience gained over the past twelve years provides investment management service to the funds

and to managed accounts. The PRO objective is to assure each participant appropriate investment al-

ternatives, financial and tax planning to assure the participant is obtaining his investment needs.

No. 4— Roche Laboratories

You are cordially invited to visit the Roche display. The Roche representative will gladly answer any

questions you may have on any products in the Roche line. Featured will be Larocin.®

No. 5 —- Delaware Chapter, the American College of Surgeons

No. 6— J. A. Montgomery, Inc.

Members of the Medical Society of Delaware are cordially invited to discuss the latest information on

any type of insurance, estate planning, or tax savings. J. A. Montgomery Financial Services and J. A.

Montgomery Securities Corporation specialists will be on hand.

No. 7 Abbott Laboratories

You are cordially invited to visit the Abbott display, where our representatives will be happy to answer

any questions you might have about any Abbott products. There will also be literature and samples
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available on our anxiolitic and antihypertensive agents as well as other Abbott products. Please take

a moment to stop and visit with us.

No. 8— Wyeth Laboratories

The Wyeth exhibit will feature our oral contraceptive Ovral®, as well as our antianxiety agent, Serax®.

The Tubex line of injectable products will be available for demonstration. Representatives Dave Cooper,

Bob Dulick, and Jerry Guerin will be in attendance.

No. 9— Pfizer Laboratories

You are cordially invited to visit our exhibit. Ffizer Laboratories will display a new, broad spectrum

I.V. antibiotic; new information on VD; sleep disturbances associated with anxiety and depression; treat-

ment of post-operative pain; diabetes mellitus and the glucagon theory.

No. 10— Mead Johnson

The MEAD JOHNSON display will feature QUESTRAN— an adjunctive therapy to diet in the man-
agement of Primary Type II Hyperlipoproteinemia; ENFAMIL infant formula patterned after mother’s

milk in nutritional breadth and balance; and new ISOCAL tube feeding product from the company
with over 60 years of nutritional expertise.

No. 11 — William P. Poythress & Co., Inc.

WM. P. POYTHRESS & CO., INC., manufacturers of ethical pharmaceuticals for one-hundred-eighteen

years, cordially invites you to visit our exhibit where our representative, Mr. William J. Magna, will be

glad to discuss any Poythress products.

No. 12 & 13— Stuart Pharmaceuticals, Division of ICI United States Inc.

The Stuart Pharmaceuticals booth consists of graphic panels, product samples, and literature describing

some or all of the following products: MYLANTA®, CHEWABLE SORBITRATE®, SORBITRATE®
Sublingual and Oral, KINESED®, STUARTNATAL® 1+ 1, and others.

No. 14— John G. Merkel & Sons, Inc.

See the latest and finest in medical and laboratory equipment for hospital or office and the latest equip-

ment for the home care of your patient. This equipment available upon request.

No. 15 — Bristol Laboratories

You are cordially invited to visit our exhibit reflecting Bristol’s leadership and enduring commitment to

the manufacture of life-saving antibiotics. For your consideration, the following Bristol products are

featured: Versapen® (hetacillin) , Kantrex® (kanamycin sulfate)
,
Tetrex® (tetracycline phosphate com-

plex)
,
Prostaphlin® (sodium oxacillin)

,
Salutensin® (hydroflumethiazide and reserpine), Bristamycin®

(erythromycin stearate), Naldecon® (antihistamine decongestant), and Polycillin® (ampicillin trihy-

drate). Our representatives welcome the opportunity to answer your inquiries.

No. 16— Sandoz Pharmaceuticals

Sandoz Pharmaceuticals invites you to visit our exhibit which will feature Mellaril, Hydergine, and Sano-

rex. Representatives Bill Wardell and Dave Heinig will gladly answer any questions you may have con-

cerning these products or any others in the Sandoz line.

No. 17— Dow Pharmaceuticals

Representatives of Dow Pharmaceuticals cordially invite you to visit our exhibit. Your comments, ques-

tions, and requests for any of our specialties, TUSSEND LIQUID®, TUSSEND EXPECTORANT®,
QUIDE®, and SINGLETS will be welcomed.

No. 18— Professional Clinical Laboratories, Inc.

No. 19— W. B. Saunders Company, Medical Publishers

For your medical publishing needs, call Larry Janack at (301) 879-9034.

No. 20— HOMEMAKERS-Upjohn
Homemakers is a national organization, with offices across the country, that provides temporary part-

time (or full time) help to people who need visiting home managers, homemakers, and five-in aides.

Homemakers also employs registered licensed practical nurses and nurses’ aides for hospital staff relief and

private-duty care.

No. 21 —

.

Searle Laboratories

You are cordially invited to visit the SEARLE booth where our representatives will be happy to answer

any questions regarding Searle Products of Research. Featured will be information on Cu-7®, OVU-
LEN®, DEMULEN®, ENOVID®, ALDACTAZIDE®, ALDACTONE®, FLAGYL®, LOMOTIL®,
PROBANTHINE®, METAMUCIL®, and other drugs of interest.

No. 22— Limen House, Inc.

LIMEN HOUSE, Inc., provides two transitional facilities in the continuum of care for recovering male
and female alcoholics. Admission applications are processed by committee. Conditions for residence:

sobriety; eventual daytime employment (paying room and board)
;
acceptance of the ongoing program.

Exhibit will include descriptive brochures and pictures.

No. 23— Blue Cross and Blue Shield of Delaware, Inc.
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No. 24— Division of Public Health

The Division of Public Health’s exhibit features pediatric lead poisoning and the Childhood Lead-Based

Paint Poisoning Control Program. This program is a statewide screening program now available to

all children 1-6 years of age through the services of the Divison of Public Health.

No. 25— Burroughs Wellcome Company
At Burroughs Wellcome Company we proudly say that "Research is our only stockholder.” You are

cordially invited to attend our display, featuring Septra® and Zyloprim® 300 mg, two products of

this research.

No. 26— Eckerd’s Prescription Drug Stores

No. 27— Medical Associates Inc.

Medical Associates will exhibit visual aids which show the benefits of computerized billing, a main
benefit being lower accounts receivable through a well-planned collection program. Hand-out literature

v/ill be available at the booth.

No. 28— Alfred I. duPont Institute

Idiopathic Scoliosis

Henry R. Cowell, M.D., FAAOS, FACS, Associate Surgeon-in-Chief, Alfred I. duPont Institute, and Nina
L. Steg, M.D., FAAP, Chief of Pediatrics, Alfred I. duPont Institute. This exhibit will consist of four

panels depicting the natural history of idiopathic scoliosis; appropriate methods for screening for idio-

pathic scoliosis on routine physical examination; genetic implications for other family members; therapy,

and how therapy and outcome depend on the stage at which the diagnosis is made.

No. 29— Eaton Laboratories

Your Eaton representatives wish you a successful 1974 meeting. Complete information on Eaton

products and professional services is available at the Eaton exhibit.

No. 30— Aetna Life and Casualty

No. 31 -— Biometric Systems, Inc.

Vitalograph Spirometer— A portable, low cost, single breath wedge bellows instrument. Whether used

for office physicals, screening or hospital evaluations, the Vitalograph Spirometer provides comprehensive

capabilities by recording directly and enabling rapid reading of volume and flow rate parameters. Mea-
sures FEV, FVC, % FEV/FVC, FMF, FEF & MW.

No. 32— Divison of Medical Genetics, Jefferson Medical College

Tay-Sachs Disease: Model for the Prevention of Genetic Disease. This exhibit received the Certificate of

Merit of the Section on Internal Medicine at the AMA Annual Convention in Chicago.

No. 33— Hewlett Packard

We cordially invite you to visit booth No. 33 and discuss with our representatives the latest develop-

ments from Hewlett Packard to assist in the calculating and computing processes for all aspects of the

medical field. We will be pleased to answer questions regarding applications in radioimmunoassay data

reduction, cardiopulmonary, general clinical laboratory, and clinical pathology.

No. 34— Ross Laboratories

You are cordially invited to visit Booth No. 34 and discuss with our representatives the numerous teach-

ing/counseling/in-service aids available for physicians, hospitals, clinics, and nurses. We will be pleased

to answer questions regarding Similac® Infant formulas, Vi-Daylin vitamin supplements, and our anti-

biotic, decongestant and prenatal vitamin products.

No. 35— Warner-Chilcott Laboratories

Your Warner-Chilcott representatives cordially invite the members of the Medical Society of Delaware

to see and discuss what’s new at Warner-Chilcott, Booth No. 3 5.

No. 36— INTRAV
Another INTRAV first for members of the Medical Society of Delaware — the Balkan Adventure!

No. 37— The Delaware Cancer Programs

An introduction to the numerous cancer programs underway within the State of Delaware.

NO. 38— What Is PSRO?
Visit the Conference Room to see and hear what PSRO is all about.

The Medical Society of Delaware gratefully acknowledges the assistance of the following

in the presentation of the program:
BRISTOL LABORATORIES ROCHE LABORATORIES
CEDAR TREE PRESS WILLIAM H. RORER, INC.

CIBA PHARMACEUTICAL COMPANY SANDOZ PHARMACEUTICALS
MERCK SHARPE & DOHME SMITH, KLINE & FRENCH LABORATORIES

PARKE-DAVIS STUART PHARMACEUTICALS
A. H. ROBINS COMPANY Division of ICI United States Inc.

ELI LILLY AND COMPANY E. R. SQUIBB & SONS, INC. TRUITT PRINTING COMPANY
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MYOCARDIAL INFARCTION: ITS RELATIONSHIP

TO ORAL CONTRACEPTIVE AGENTS

A case report of a 48-year-old female sustain-

ing a myocardial infarction while using oral con-

traceptive agents. The relationship of oral con-

traceptives to myocardial infarction is discussed

with particular emphasis on the coronary angio-

graphic pattern.

Paul C. Pennock, M.D.

The occurrence of myocardial infarction

in menstruating females is uncommon. With

widespread use of oral contraceptives today,

a relationship has been established between

venous thrombosis, hypertension, cerebral

thrombosis, and pulmonary embolus and “the

Pill.” 1-4 The following case report of an acute

myocardial infarction represents another pos-

sible complication of the use of oral contra-

ceptives. Particular emphasis is directed to-

ward the differentiation by coronary angio-

graphy of the characteristic changes of the

coronary arteries found in non-atheromatous

lesions as compared to those seen in the com-

mon arteriosclerotic process.

Case Report

A 48-year-old woman was admitted to the

Delaware Division of the Wilmington Medical

Center on December 1, 1972. In September,

1972 she noticed the onset of substernal chest

Dr. Penncck is an Assistant in the Department of Medicine,
Section of Cardiology, Wilmington Medical Center.

pain associated with exertion. The pain was

characterized as being a heavy sensation in

the chest with occasional radiation to the left

arm. It was relieved in three to four minutes

by rest. The episodes of pain increased in

frequency over the 21 months prior to ad-

mission and were associated with sweating

and shortness of breath. Three days prior to

admission she also began to experience post-

prandial and nocturnal pain.

The past medical history revealed that the

patient had undergone two spinal fusions in

1961 and 1963. Because of her back problem

1 mg norethindrone, 0.05 mg mestranol (Nor-

inyl, Syntex ) was prescribed in 1964 for re-

liable contraception; she had continued to

take Norinyl until the time of admission. Her

menstrual cycle was normal during this period.

Her family history was negative for heart

disease. Her father and paternal grandfather

had hypertension. She had smoked one and

a half packs of cigarettes per day for 20 years.
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FIGURE 1

ECG showing T wave inversions in leads I, aVL, V2-V5 consistent with a subendocardial ischemic process.

Physical examination on admission revealed

a thin woman with a blood pressure of 120/70,

pulse 80 per minute. An S4 was heard along

the left sternal border and at the apex. The
remainder of her examination was normal ex-

cept for a surgical scar in the region of the

lumbar spine.

Laboratory data included a normal CHC,
urinalysis and SMA 12/60. The creatine

kinase which was initially 46, rose to 394 on

the second hospital day. Sedimentation rate

was 46 mm/hour. Other tests, including a

two-hour post-prandial blood sugar, trigly-

cerides, and lipoprotein electrophoresis, were

normal. The ECG showed a deep T-wave in-

version in 1, aVL, V2-V5, with a flatt in V6.

(Figure 1) These findings persisted through-

out the hospitalization. Chest x-ray revealed

normal heart and lungs.

During the first six days of the hospitaliza-

tion, while at bed rest, the patient continued

to experience chest pain which required mepe-
ridine (Demerol, Winthrop) for relief. How-
ever, with a regimen of isosorbide dinitrate 2.5

mg S.L., q.i.d. and nitroglycerin (0.4 mgm)
the pain gradually subsided and the patient

was discharged on the fifteenth hospital day.

After discharge, with normal activity the

patient had recurrence of her anginal pain as

well as nocturnal angina. Propranalol (In-

deral, Ayerst) was added to the regimen on

February 21, 1973, but the pain persisted.

Because of this problem, the patient under-

went left cardiac catheterization and coronary

artery visualization on March 8, 1973. The
brachial artery, aorta, and left ventricular

pressures were normal at rest. The coronary

angiograms demonstrated a single area 1 cm
in length in the left anterior descending ar-

tery at the level of the first septal perforating

branch, which was approximately 50-60%

narrowed. (Figure 2) The remainder of the

coronary arteries were normal. A left ven-

triculogram was also entirely normal. (Figure

3)

The patient was discharged on an increased

dosage of isosorbide dinitrate and is presently

asymptomatic.

454 September, 1974



Myocardial Infarction : Its Relationship to Oral Contraceptive Agents—Pennock

FIGURE 2

Coronary angiogram of the left coronary artery

showing a single area of narrowing of the left

anterior descending coronary artery at the level

of the first septal perforating branch.

FIGURE 3

Left ventricle in systole showing a normal systolic

volume, normal mitral valve without evidence of

akinesis or dyskinesis.

Discussion

A causal association has been suggested be-

tween oral contraceptives and acute myo-
cardial infarction. Waxier et al reported

three premenopausal women without other

significant predisposing factors who presented

with acute myocardial infarction. 5 -6 Selective

coronary arteriograms showed isolated seg-

mental occlusions without evidence of other

arterial disease.

Our case report is similar to Waxler’s de-

scription. The characteristic finding on selec-

tive coronary angiography which differentiates

these lesions from being atherosclerotic in

origin is a discrete segmental occlusion, usu-

ally of 'the left coronary system, which is

smooth and rounded and is associated with
normal distal run-off. These findings are in

contrast to the irregular lesions observed in

atherosclerotic coronary artery disease and
the usual finding of two and three vessel dis-

ease in these patients. Our patient lacked
the usual risk factors for coronary artery dis-

ease which include hypertension, diabetes

mellitus, and hyperlipidemia. Also absent
were other causes for myocardial infarction,

such as polycythemia vera, polyarteritis, sy-

philis, and coronary embolization. The pa-

tient’s family history did suggest a predispo-

sition for coronary artery disease in that her

father and paternal grandfather had hyper-

tension. The patient’s only risk factor was

cigarette smoking.

In most large series of cases of myocardial

infarction, the inclusion of young, menstruat-

ing females is rare. A study over a ten-year

period by the Mayo Clinic of 95,000 women
under the age of 40 showed that coronary

artery disease was practically nonexistent in

the absence of predisposing factors. 7

The relationship of oral contraceptives to

thrombo-embolism has been shown by the

British studies of Vassey and Doll to be in-

creased eight times that of a comparable

young female population. 2 The incidence of

thrombophlebitis in this study was 12 times

greater in those using oral contraceptives. It

is agreed by most investigators that oral con-

traceptives are contraindicated in patients

with heart disease. 8

The mechanism of thrombogenesis in the

coronary arteries in patients taking oral con-

traceptives is unknown. However, it has been

demonstrated that oral contraceptives disturb
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the clotting mechanism by an increase in ac-

tivity of factor VII and to a lesser degree of

factor X. In addition, in some patients an

increase in platelet adhesiveness has been de-

scribed.9 Although estrogen may be a factor

in preventing or retarding artherosclerosis, it

may accelerate the thrombotic process by its

effect on the clotting mechanism and result

in myocardial infarction in rare instances.

Robinson et al have shown a 38% increase in

new cardiovascular events (cerebral vascular

accidents, myocardial infarctions, and arterial

embolisms) in patients surviving acute myo-
cardial infarctions given higher dose estro-

gens. 10 The Veterans Administration cooper-

ative urological research group found a sub-

stantial increase in cerebral and cardiovas-

cular deaths in men treated for prostatic car-

cinoma with estrogen. 11

The estimated number of women in the

United States currently using oral contracep-

tives ranges from 8 to 10 million. This case

report and the few others reported in the

literature strongly suggest a casual relation-

ship between myocardial infarction and the

vs VS

use of oral contraceptives. Recognition of

this relationship, especially in the face of in-

creased cardiac risk factors and family history

should be weighed when prescribing oral con-

traceptives for patients. Further study and

evaluation of oral contraceptives are necessary

to better define their effect on the arterial

system of the body.
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VS

ALLERGIC RHINITIS

I am suffering from my old complaint, the hay fever ... I melt away in nasal

and lachrymal profluvia. My remedies are warm pediluvium, cathartics, topical

application of a watery solution of opium to the eyes, ears, and the interior of

the nostrils. The membrane is so irritable that light, dust, contradiction and

absurd remark, the sight of Dissenter—anything sets me sneezing, and if I begin

sneezing at 12, I don’t leave off till 2 o’clock and am heard distinctly in Taunton,

when the wind sets the right way—a distance of 6 miles. Turn your mind to

this little curse. If consumption is too powerful for physicians, at least they

should not suffer themselves to be outwitted by such little upstart disorders as

the hay fever.

Sydney Smith, letters to Dr. Holland, June 1835

from Common Problems in Office Practice by Robert R. Taylor, M.D.
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ATHEROSCLEROSIS AS A
PEDIATRIC PROBLEM

Prevention has been one of the major goals

of pediatricians. Notable success has been at-

tained in preventing whooping cough, diphtheria,

tetanus, poliomyelitis, vitamin and nutritional de-

ficiencies, to mention a few. Can the prevention

of coronary artery disease, hypertensive heart

disease, and the complications of atherosclerosis

be added to this list? If so, the high risk patients

must be recognized and preventive measures in-

stituted in infancy and childhood.

C. Robert E. Wells, M.D.

For the most part physicians concerned with

the care of children have ignored the literature

on atherosclerosis since the problem does not

manifest itself in the pediatric age group. As

more information becomes available, however,

it seems obvious that atherosclerosis has its

beginning early in life, and we would do well

to look at its multiphasic etiology as well as

its risk factors and to determine what, if any-

thing, can be done to prevent or retard the

natural history of this disease.

Heart attacks and stroke are leading causes

of death in the United States. Recent statis-

tics from the American Heart Association re-

veal that these two diseases cause approxim-

ately 900
;
000 deaths a year. 1 This figure

does not include the large number of patients

with heart attacks and stroke who do not die.

A significant number of all of these patients

are under 65 years of age, and the percentage

of these younger adults is on the increase.

Pathology

The onset of the pathologic findings of

coronary atherosclerosis is in the first decade
of life. 2 First, there is musculo-elastic thick

-

^ Dr. Wells is Chief, Department of Pediatric Cardiology, St.
Christopher’s Hospital for Children, Philadelphia.

„ This paper is adapted from his presentation at the Pediatric
Conference at the Wilmington Medical Center.

ening of the intima of the coronary artery,

which occurs before any lipid accumulation.

In the second decade, fatty streaks are ob-

served in the coronary arteries. (These fatty

streaks also occur in the aorta as early as six

months of age.) Fatty streaks are defined

as an intimal lesion that stains with Sudan
IV and does not show any underlying change.

This is thought to be the stage of reversibility.

The next stage is identified by the forma-

tion of fibrous plaques. These are firm, ele-

vated intimal lesions. They are pale, glisten-

ing, and translucent, and after staining, they

are partially or completely covered by sudano-

philic deposits. There is some evidence that

the development of this stage may be retarded

by changes in dietary habits.

In the next stage these plaques calcify, and

this leads to the complications of hemorrhage,

ulceration, and thrombosis. From the age of

50 years on, there are the clinical manifesta-

tions of myocardial infarction, cerebral infarc-

tion, gangrene of the extremities, and ab-

dominal aortic aneurysms.

Risk Factors

The following risk factors have been iden-

tified as playing a significant role in the de-

velopment of atherosclerosis: a) serum lipids
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(cholesterol and triglycerides); b) elevated

blood pressure (systolic and diastolic); c)

obesity; d) cigarette smoking; e) lack of ex-

ercise; f) diabetes; g) family history (heart

attacks, strokes, hypertension); h) ECG and

x-ray abnormalities; and i) age, sex, and in-

heritance (factors which are beyond our con-

trol). 1 - 3

Pediatricians and other physicians having

the responsibility for the care and counseling

of infants and children and their parents are

obliged to understand the significance of

these factors as they are now known, as well

as any future developments. A few of these

risk factors will be dealt with in some depth,

and the others will be mentioned briefly.

Serum Lipids

Statistics recently compiled by the United

States Public Health Service indicate that one

of five adult Americans has hyperlipidemia,

and the tip of this iceberg is visible at an early

age. Hyperlipidemia is a problem for both

males and females even though the clinical

manifestations occur predominately in males.

Fats are not all bad and have at least six

recognized important functions. 4 They have

a high fuel value (calories), add palatability

to food, are essential to growth (certain fatty

acids), carry fat-soluble vitamins, add body
insulation, and are an integral part of cellular

structure. In order for lipids to be metabol-

ized, transported, and utilized, certain changes

must take place. Lipoproteins are necessary

for transport in order that the fats remain

dispersed in body fluids.

Serum lipids may come from the gut, the

liver, or adipose tissue. 5 Dietary cholesterol,

along with cholesterol excreted into the in-

testines in bile, is transported by way of the

intestinal lymph in the form of chylomicrons

through the thoracic duct, into the blood.

Cholesterol, which is synthesized in the liver,

enters the blood in the form of beta lipopro-

teins. The chylomicrons, which are composed
mainly of triglycerides, may be burned for

energy by cardiac or skeletal muscle or re-

moved by adipose tissue for storage. When
energy is needed, these triglycerides in the adi-

pose tissue are broken down into free fatty

acids, which may be utilized for energy or

removed by the liver and reesterfied to trigly-

cerides.

These lipoproteins (alpha-lipoprotein, beta-

lipoprotein, prebeta-lipoprotein, and chylomi-

cron) vary in their fat content, and this de-

termines their migration or flotation proper-

ties. The lower the density of the lipoprotein,

the greater the ratio of lipids to protein, and

the lighter they will be. The chylomicrons

have the most fat, and the alpha-lipoproteins

the least. The lipoproteins also vary in their

content of protein, phospholipids, cholesterol,

and triglyceride. The chylomicrons and pre-

beta-lipoproteins are mainly triglycerides

while almost half the content of beta-lipopro-

tein is cholesterol. Although the normal levels

of the three major serum lipid fractions have

not been established for all ages, the following

ranges are usually considered to be normal:

cholesterol 150-230 mg, phospholipids ISO-

275 mg, and triglycerides 50-140 mg.6-8 Over

the past few years it has become evident that

the measurement of plasma triglyceride con-

centrations in addition to the cholesterol level

is important in determining the presence of

hyperlipoproteinemias.

Classification

These lipoproteins also vary in their elec-

trical charge, and this difference has been util-

ized in the process called paper electro-

phoresis. A drop of the patient’s serum is

placed on a filter paper and put into an elec-

trophoretic cell containing buffer solution with

albumin. The electrical field created in the

solution causes the lipoproteins to migrate on

the paper strip at rates determined by such

factors as their electrical charge, particle size,

and adsorption to paper. Since distinct, sep-

arate bands develop, Fredrickson and Lees in

1965 used this method of paper electrophoresis

to divide hyperlipidemia into five classes,

calling attention to the lipoproteins, choles-

terol, triglycerides, carbohydrate sensitivity,

and fat sensitivity. The type that concerns

pediatricians mainly because it is familial is

Type II hyperlipidemia, or hyper-beta-lipo-

proteinemia, which occurs in approximately
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one in every 100-200 live births, and causes

severe premature coronary and peripheral vas-

cular atherosclerosis. If recognized early,

there is good reason to believe that dietary

management and medication may prevent or

delay the development of atherosclerosis.

Type II Hyper-Beta-Lipoproteinemia

The pattern of Type II hyperlipopro-

teinemia or hyper-beta-lipoproteinemia is out-

lined as follows:

a) Cholesterol is moderately to markedly

increased.

b) Triglycerides are normal or mildly in-

creased.

c) Beta-lipoproteins are increased.

d) The serum is clear.

e) Glucose tolerance is usually normal.

f) Carbohydrate inducibility is normal.

g) Post heparin lipolytic activity is normal.

h) Fat tolerance is normal.

The disease is familial, expressed as a Men-
delian dominant trait in childhood. In the

homozygous state, which occurs when both

parents have hyperlipoproteinemia, xantho-

mas and coronary disease may occur in child-

hood. In the heterozygous state, which occurs

when one patient has hyperlipoproteinemia,

the clinical manifestations develop later in

life.

One must exclude acquired or secondary

causes of hyperlipoproteinemia which may be

associated with myxedema, myeloma, macro-

globulinemia, nephrosis, liver disease, as well

as excessive ingestion of dietary cholesterol

and saturated fats.

Diagnosis

The diagnosis of Type II hyperlipopro-

teinemia is established by history and by rul-

ing out an acquired type of hyperlipoprotein-

emia by tests of thyroid, liver, and kidney
function, as well as by lipoprotein paper elec-

trophoresis, and measurement of cholesterol

and triglyceride levels.

Treatment

The following outline of treatment is pro-

posed:

a) A low cholesterol intake ( <300 mg/day)

to maintain a blood level of cholesterol

below 200 mg/100 ml is prescribed by

the elimination of eggs, liver and other

organ meats, shellfish, and most dairy

products containing whole milk. Re-

cently Australian investigators reported

feeding grain coated with formaldehyde

to cattle. Patients eating meat or dairy

products of these specially fed cattle had

lipid levels 10% or more lower than pa-

tients eating meat or dairy products of

cattle with regular feedings. Ohio in-

vestigators have obtained similar results

by coating the cattle feed with a solu-

tion other than formaldehyde. 9

b) Polyunsaturated fatty acids are ingested

in a ratio of 2 : 1 to saturated fatty acids.

Foods which are high in saturated fat

include beef, lamb, pork, veal, whole

milk, whole milk cheese, cream, hydro-

genated shortening, ordinary margar-

ines, butter, ice cream, chocolate, and

coconut. Foods which are high in mono-

unsaturated fat include chicken, duck,

turkey, almonds, pecans, peanuts, ca-

shew nuts, and peanut and olive oils.

Foods which are high in polyunsaturated

fat include fish, walnuts, corn, sunflower,

soybean, cottonseed, and safflower oils.

c) There is very little information as to use,

tolerance, dosage, effectiveness, or con-

traindications of cholesterol-reducing

drugs in children. 10 - 11 The following

drugs have been used but have not been

approved for use in children:

1) Cholestyramine (16-32 g daily)

2) Clofibrate (Chlorophenoxyisobutyric

acid ester) 2 g daily (children 18-28

mg/kg/day up to 40 mg/kg).

3) Beta sitosterol (12-18 g daily).

4) D-thyroxine (4-8 mg daily).

Research

In 1972 Glueck and Tsang reported the

identification of 33 hypercholesterolemic neo-

nates among 3800 consecutive live births. 12

They arbitrarily defined levels of cholesterol

greater than 100 mg/100 ml cord blood as ele-

vated. Fourteen of these 33 infants had a
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positive family history of hyperlipoproteinemia

with either the father or mother being af-

fected. Seven of these 14 infants were fed a

formula low in cholesterol and high in poly-

unsaturated fatty acid for six months. The
average level of cholesterol in this group at

birth was 155=^59 mg, and at the end of six

months the average level was 130^=30 mg.

The other seven infants were fed breast milk

or a formula of cow’s milk. (There is not a

significant difference in the content of choles-

terol and the ratio of saturated to unsaturated

fatty acids between cow’s milk and breast

milk. ) The average level of cholesterol in these

seven at birth was 114±14 mg, and at the end

of six months the average level was 224±32
mg. It was also demonstrated that changing

from one formula to another in the first year

of life led to abrupt changes in serum choles-

terol levels.

The other 19 of the 33 neonates with hyper-

cholesterolemia had mothers whose levels of

cholesterol and beta-lipoprotein were normal,

but the father was either unknown or un-

available. Fourteen of these 19 neonates were

fed a formula normal in cholesterol content.

Their average cholesterol rose from 125=^33

mg at birth to 180=^32 mg at six months. The
other five neonates were fed a formula low in

cholesterol and high in polyunsaturated fatty

acid. Their average cholesterol fell from

151—44 mg at birth to 136±34 mg at six

months. These data suggest that the content

of cholesterol and fatty acid of the diet had
a significant influence on the levels of choles-

terol in the first year of life.

Thirteen older children with familial Type
II hyperlipoproteinemia were also evaluated.

These children were discovered either through

screening siblings of the affected neonates or

through screening families in whom a parent,

grandparent, uncle, aunt, or cousin had Type
II hyperlipoproteinemia. It was observed

that even with the best diet, the decrease in

the level of cholesterol was only 12%. Cho-
lestyramine or clofibrate was used to reduce

further the levels of cholesterol. On the other

hand, McGandy, Hall, Ford and Stare re-

ported in January 1972 that the adolescent

period is a most fruitful time to establish

practices aimed at preventing atherosclerotic

vascular disease in later life by lowering levels

of cholesterol through modification of the in-

take of dietary fats and cholesterol. 13

Recommendations

What are some reasonable recommendations

which can be made from this information?

Admitting there is no proof that these mea-

sures will be effective and recognizing the

need for prospective studies, the following

suggestions are made:

a) Elicitation of a careful family history

for heart attacks, strokes, hypertension,

and diabetes occurring under 50 years of

age. If positive, levels of serum choles-

terol and triglycerides should be deter-

mined on the children of patients with

the above problems.

b) Performance of routine examination of

cord blood on all newborns for choles-

terol and, if elevated, for beta-lipopro-

tein. If elevated, check the serum lipids

of the parents. If the diagnosis of Type
II hyperlipoproteinemia is established,

institute a special diet low in cholesterol

and high in polyunsaturated fatty acids

as well as rechecking levels of cholesterol

periodically.

c) If the testing of cord blood is missed or

a positive family history is obtained, the

level of serum lipids of the infant when
off formula should be checked two or

three times at around one year of age.

d) If the family history becomes positive

while following the children, check the

level of serum lipids of the children two

or three times.

Hypertension

Another major risk factor is hypertension. 14

It has been estimated that the risk of coro-

nary artery disease increases approximately

seven-fold among hypertensives, but this is

not universal. In Japan hypertension is very

prevalent, but there is no marked increase in

coronary artery disease, suggesting that other

factors, such as nutritional or metabolic in-

fluences, play a role.
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The actual prevalence of hypertension in

both children and adults is unknown since

blood pressure often is not determined. If

determined, there are many reasons for inac-

curacies, and if it is elevated, it may not be

reported in the presence of other diseases such

as atherosclerosis or renal disease. In 1962,

a National Health Survey estimated that 20%
of the adult population of 26 million had hy-

pertension, hypertensive heart disease, or

both. This is similar to the incidence of hy-

perlipidemia. Even though this is another

problem with clinical manifestations beyond

the pediatric age range, identifying the early

onset of systolic and diastolic hypertension

will help to identify a group of patients with

a potentially greater risk of developing athero-

sclerosis. An editorial in Journal of Pedia-

trics, reviewed the problem of hypertension in

the pediatric age group, the significance of its

early recognition, and possible ways of delay-

ing the onset of atherosclerosis. 15

Regular and careful recording of blood pres-

sure in all age groups should be a routine prac-

tice. If blood pressures are recorded regu-

larly, accuracy will increase and trends be-

come evident. One needs appropriate equip-

ment, properly sized cuffs, and calibrated

manometers, as well as a careful technique in

applying the cuff. The blood pressure should

be recorded as systolic/change-disappearance.

The systolic pressure is the pressure noted

when the sound is first heard. The first dias-

tolic pressure is indicated by the early muf-
fling of the sound, and the second diastolic

pressure is indicated when the sound disap-

pears. The American Heart Association pre-

fers the diastolic pressure reading when the

sound becomes muffled because it correlates

better with hemodynamic data.

Some young patients have a greater liability

in blood pressure, which may also be affected

by some high output states such as anemia,

anxiety, and thyrotoxicosis. The upper limit

of normal for age 10-13 years has been defined

as 140/85 by Christakis. 16 Some believe the

upper limit of diastolic pressure should be
below 90. Recent studies have indicated that

the systolic pressure is a stronger determinant

of the risk of coronary heart disease than

diastolic or mean pressure in women of all

ages and in men over 45 years of age. The
diastolic pressure is the stronger determinant

only in younger men. There are also studies

of blood pressures in children and their par-

ents which indicate a familial influence. 17

Various sources of error or variation in re-

cording blood pressure include: the instru-

ment itself (±8 mm for both systolic and

diastolic pressures even under ideal circum-

stances in normal persons); arrhythmias or

tachypnea; large arm size and poorly applied

cuff (2/3 of the arm should be encircled

snugly); position of arm and patient (reclin-

ing preferred); influence of eating, tobacco,

pain, apprehension concerning examination or

even the cuff pressure itself; unconscious se-

lection of digits (if 140/90 is the upper limit

of normal there is a tendency to record

138/88); diurnal pattern (continuous pres-

sure recordings demonstrate a variation of as

much as 33 mm Hg in systolic and 10 mm
Hg in diastolic pressures during 24 hours).

In February 1971 the Committee on Athero-

sclerosis and Hypertension in Childhood of

the Council on Rheumatic Fever and Con-

genital Heart Disease of the American Heart

Association identified the following problems

in need of solution:

a) Development of methods for accurate,

reproducible measurements of blood

pressure at all age levels.

b) Establishment of normal blood pressure

levels for all age groups where normal

equates with life expectancy free from

the sequelae of hypertension while ab-

normal is defined as that which leads to

disease.

c) Assessment of the risk to the patient of

labile hypertension per se and of labile

hypertension becoming permanent hy-

pertension.

d) Delineation of the natural history of

blood pressure in children.

e) Definition of the amount of “work-up”

for patients casually found to have sys-

temic hypertension in view of the small
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percentage who are found to have an

identifiable cause.

f) Determination of etiology of essential

hypertension, which in reality is un-

known.

There are no data to indicate that minor

elevations in systolic and diastolic pressure

need any specific treatment such as antihy-

pertensive medication. However, it seems

reasonable to check the level of serum lipids

and, if they are elevated, to advise a diet with

less cholesterol and more polyunsaturated

fatty acids. In addition it would be appropri-

ate to counsel the individual concerning other

risk factors such as weight control to avoid

obesity, low salt intake for its hypotensive

effect, 18 the avoidance of smoking, the im-

portance of regular physical activities, and

regular health check-ups.

Obesity

Obesity is a state characterized by excess

of body fat. This is a better term than over-

weight, which indicates weight above the av-

erage of a given population. Obesity is often

associated with other risk factors such as hy-

perlipidemia, hypertension, and diabetes.

There is some correlation between the relative

weight of parents and the relative weight of

their offspring. It has been found that child-

hood weight patterns tend to persist into

adult life (85% of obese children are obese

20 years later). 19

When one speaks about diet, it is difficult

to separate the caloric problem from the hy-

perlipidemic problem. The Committee on Nu-
trition of the Academy of Pediatrics20 does not

recommend the dietary changes for all chil-

dren proposed by the American Heart Asso-

ciation Commission for Heart Disease Re-
sources—namely, a) eating less than 300 mg
of cholesterol each day, b) total calories from
fat to be less than 35% of the diet, and c) fat

calories to be divided equally among satur-

ated, monounsaturated, and polyunsaturated

sources because the effectiveness of the above
regime has not been proven, there is uncer-

tainty as to whether such a diet is harmless,

and they are not anxious to sacrifice advances

in infant nutrition made in recent years. How-
ever, they do agree that a) prospective studies

are needed greatly; b) dietary intervention

should be tested first in high-risk individuals

such as familial Type II hyperlipoproteinemia

and children with diabetes, a strong family

history of diabetes, or of early coronary dis-

ease; and c) moderate dietary alteration on a

trial basis for those who request guidance

about diets to reduce coronary heart disease.

In December 1972 the Council on Foods

and Nutrition of the American Medical Asso-

ciation recommended that measurement of

serum lipid profile become a routine part of

all health maintenance physical examinations

of adults and appropriate dietary advice be

given to those in “risk categories” in an at-

tempt to maintain desirable body weight by
appropriate combination of physical activity

and caloric intake and to decrease the intake

of saturated fats and cholesterol. 21 Adequate
intake of essential nutrients should be as-

sured and modified, and ordinary foods should

be readily available in the market [until re-

cently the Food and Drug Administration had
prohibited companies from advertising the

cholesterol-lowering properties of their pro-

ducts22
]. Prospective studies should be per-

formed on patients following this regimen.

Smoking and Exercise

The national campaign against smoking

leaves little to be said about the significance

of smoking cigarettes as a risk factor. For

those doctors dealing with children there is

a real responsibility to counsel and set an

example, especially when other risk factors are

present. Encouraging regular physical exer-

cise helps burn up calories and maintain

weight. Although the lack of smoking and

participation in regular exercise may not pre-

vent a heart attack, there is good evidence

that those patients have a better chance of

recovery if or when they do have a heart at-

tack.

Summary

As must be obvious, there is still consider-

able controversy. Trends are developing, but

proof is still lacking. Risk factors have been
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discussed separately, but it has been demon

strated clearly that the risk becomes signifi-

cantly greater when the risk factors occur in

combination .
23 The multifactorial etiology of

atherosclerosis must be kept in mind. Pre-

vention or retardation of onset of athero-

sclerosis is the responsibility of those physi-

cians caring for infants and children and in-

cludes :

a) Careful history taking in regard to

young and middle-aged adults with

strokes, hypertension, heart attacks, or

diabetes.

b) Studies of serum lipids of those children

with positive family history.

c) Early identification of Type II hyper-

lipoproteinemia and appropriate treat-

ment and follow-up.

d) Renewed interest in nutrition including

dietary advice, salt intake, and weight

control.

e) Regular recording of accurate blood

pressures.

f) Advice and example concerning smok-
ing.

g) Emphasis on regular and appropriate

physical activities and health check-ups.
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WHERE THERE IS A WILL,

THERE IS A WAY

This article contains some thoughts on co-

ordinating your assets with your estate plan

so as to minimize taxes and to ease the settle-

ment of your estate. The following consider-

ations are frequently overlooked when in-

corporated professionals prepare or review

their wills and trusts.

Mr. Williams, Attorney-at-Law, practices in Wilmington, Dela-
ware.

David. Nicol Williams, LL.B.

Estate Tax-Free Death Benefit from

Profit-Sharing and Pension Plans

When an incorporated professional adopts a

qualified profit sharing plan or pension plan,

he frequently is not advised or fails to act on

designating his entire death benefit under

such plans to a beneficiary other than his

estate or creditors of his estate. The desig-
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nation should not cover just the insurance

proceeds under such plans but should also

include equity benefits. A proper designa-

tion of the death benefits under such plans

qualifies under Section 2039(c) of the In-

ternal Revenue Code for such death benefits

to be excluded from your gross estate for US
estate tax purposes. As an example, if your

death benefit were valued at $100,000, and

your estate were in the thirty percent bracket,

which is not unusual, the estate tax savings

would be $30,000.

If your estate plan includes an insurance

trust agreement or a testamentary trust, fre-

quently the Section 2039(c) designation of

the death benefits is made to the trustee un-

der such trusts. In order to avoid any argu-

ment with the Internal Revenue Service (irs)

that the death benefits are taxable in your

estate, it is advisable to include protective

language in your will and trust that no part

of the death benefit will be used in computing

or funding the marital deduction, and that

the death benefits will not be available or

used to pay any debts or liabilities of the

decedent or his estate. Most professionals

either are not advised or forget to include such

protective language in their wills and trusts.

The Treasury Department recently ruled in

Rev. Rul. 73-404, IRB 1973-40,6 that the

Section 2039(c) exclusion still applies in the

absence of such protective language if State

law specifically prohibits use of retirement

plan funds to discharge estate obligations. Un-
fortunately, Delaware law contains no such

prohibition.

It is also advisable to name a successor

trustee in the trust under your pension and
profit sharing plans so that a fiduciary will

be available to distribute the death benefits.

Disposition of Medical Records

A doctor or his estate that destroys medi-

cal records may find that the malpractice in-

surer refuses coverage if the doctor or his

estate is sued. Many doctors ignore the prob-

lem of the disposition of their patients’ medi-

cal records upon their deaths. The problem

is most acute for the sole practitioner whether

he be incorporated or not. Since a doctor

may be sued in Delaware any time within two

years after a patient discovers an injury re-

sulting from medical treatment, there is no

fixed time that medical records should be

preserved. Theoretically, a doctor or his es-

tate is not safe from suit until at least two

years after each of his patients dies. No Del-

aware law specifies a period for medical record

retention. Malpractice insurers are reluctant

to commit themselves on acceptable retention

periods. The various medical societies have

not developed medical retention programs.

Any solution must allow the patient to choose

his own doctor and to have his medical records

transferred.

Based on the foregoing, what does a doctor

do? One reasonable solution would be to

make a reciprocal agreement with another

doctor in the same field. The surviving doc-

tor might agree to assume responsibility for

retaining the deceased doctor’s medical re-

cords and to notify all of the deceased doctor’s

patients that he has the medical records and

will retain them unless the patient re-

quests him to transfer them to another doc-

tor. A small charge might be stipulated for the

transfer. This arrangement has also been

used by a doctor retiring from practice. The
retiring doctor may address a letter of intro-

duction to his patients about the doctor to

whom he has transferred his medical records.

Sale of Practice or Stock

of Professional Association

The doctor’s will should direct that the ex-

ecutor be bound by any sale agreement or

specify what is to be done with the practice

or stock in a professional corporation. The
agreement on transfer of medical records

could be coupled with the sale of the doctor’s

practice. If the doctor’s practice is incorpor-

ated, his stock may be sold only to another

doctor. In the case of a sole practitioner, the

corporation would have to be liquidated if

another doctor did not purchase the stock.

If more than one doctor works for the cor-

poration, the surviving doctor could purchase

the stock or the corporation could redeem it.

Any agreement to sell a practice or the prac-

464 September, 1974



Where There Is a Will
,
There Is a Way—Williams

titioner’s stock is best made during life be-

cause it provides for continuity and helps es-

tablish the value for estate tax purposes of

the practice or professional corporation stock.

In the absence of such an agreement, the ex-

ecutor may have difficulty finding a buyer and

a potentially valuable asset to the estate may
be lost.

Assignment of Group Term Insurance

If you own group term insurance, you might

consider saving the estate taxes on it by as-

signing all of the incidents of ownership (in-

cluding any conversion privilege and rights

to designate beneficiaries) to your wife. Most

policies now permit such assignment and the

insurance company will provide assignment

forms. The irs may try to include the in-

surance proceeds in the estate on the theory

the assignment was made in contemplation of

death if you die within three years of the as-

signment. There are other precautions to

take to avoid the irs’s attempting to include

the insurance in your estate such as having

your wife or other assignee pay the premiums
from her own checking account.

Only the unearned premium is a gift when
group term insurance is assigned and there-

fore no gift tax return need be filed unless

the assignment, in addition to other gifts to

the assignee during the year, exceeds $3,000.

Assignments can also be made of whole life

insurance, but a gift tax return may be re-

quired, depending on the cash surrender value

of the policy.

VS VS

Some of the drawbacks of assigning insur-

ance are that you have lost control over the

policy, your estate will have less liquidity,

and the total estate tax may be greater if the

assignee dies at the same time or shortly after

you.

Over-Qualification for Marital Deduction

If more than one-half of the value of your

assets is jointly owned with your wife, you

probably have over-qualified for the estate

tax marital deduction, a situation which could

result in the excess being taxed again in the

survivor’s estate instead of passing tax free

to the next generation as it would through a

residuary trust.

List and Location of Assets and Liabilities

You may not realize it, but you are un-

doubtedly the only person who knows what
are your assets and liabilities, and where they

are located. It only takes a few minutes to

prepare and maintain a list, and it may save

a lot of time for your executor. However,

any bequests or devises of property or direc-

tions regarding the disposition of assets or

liabilities should be included in your will and
not on your list because the list, even if in-

corporated by reference in your will, is not

legally binding on the executor.

Summary

The foregoing thoughts suggest areas in

your estate planning which may deserve re-

view. You should seek professional help in

relating the concepts to your situation and

completing the details.

vs

THREE GOALS FOR EVERY MAN
Confucius said that before every man dies he should achieve three goals, the

first to father a child, the second to plant a tree and the third to write a book.

I accomplished the first two of these goals readily and unaided, but the third

finds me calling for help.

John H. Laragh, M.D., Editor

Hypertension Manual
Yorke Medical Books
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OCTOBER IS IMMUNIZATION
ACTION MONTH. WHAT ARE
YOU GOING TO DO ABOUT IT?

In recent years, basic immunization levels

of preschool-age children have declined stead-

ily in the United States. The trend in polio

immunizations is especially alarming: between

1964 and 1973, the percentage of preschool

children with three or more doses of trivalent

oral polio vaccine fell, nationally, from 78.6%

to 60.4%

In Delaware, preschool immunization levels

are above the national average, but disturbing

trends are evident. A recently conducted

statewide sample survey* of two-year-olds has

shown that most Delaware children (survey

estimate=96%) have had some vaccinations

by age two, but only half (survey estimate=

52%) have completed the basic series, defined

as 3+ DPT doses, 3+ polio doses, and one

dose each of measles and rubella vaccines. 1 The
actual immunization levels, determined in the

survey, for each series are shown in Table 1.

The data in Table 1 raise two intriguing

questions: why is the polio level lower than

the DPT level, and why is the rubella level

TABLE 1

Percentages of Two-Year-Old Delaware
Children Having Received Basic

Immunizations, as Determined in

Statewide Sample Survey

Immunization Series Per Cent Immunized

3+ Doses of DPT 93

3+ Doses of TOPV 77

1 Dose of Measles 77

1 Dose of Rubella 63

*Compl mentary copies of the full report may be obtained by
calling Mr. Hugh L. Blumen in Dover at 678-0827.

TABLE 2

Recommended Schedule for Active

Immunization of Normal Infants

and Children

2 months
4 months

6 months

1 year

iy2 years

4-6 years

14-16 years

DTP TOPV
DTP TOPV
DTP TOPV
Measles Tuberculin Test

Rubella Mumps
DTP TOPV
DTP TOPV
Td and thereafter every 10 yrs.

lower than the measles level? The American

Academy of Pediatrics, after all, recommends

that each dose in the polio series be given to-

gether with the DPT series; and combined

measles/rubella vaccines have been available

and in general use for about two years.

Evidently, many physicians and clinics are

still following other immunization schedules

which do not tie the DPT and polio series to-

gether, and many are still using single anti-

gen vaccines for measles and rubella. Other

factors may also be involved as when, for ex-

ample, polio vaccinations are deferred because

of minor illness.

It is important now that all such schedules

and practices be evaluated in light of this

fact: any procedure which unnecessarily multi-

plies the number of visits, or increases the

length of time required to obtain the basic

series of immunizations has an undesirable

effect—it works to decrease the number of

children who complete the series.

With this in mind, the following recom-

mendations are made to all Delaware physi-

cians who give immunizations:

1. Follow the immunization recommenda-
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TABLE 3

Primary Immunization for Children
Not Immunized in Infancy

1 Through 5 Years of Age

First Visit

1 month later

2 months later

4 months later

6 to 12 months later

or preschool

Age, 14-16 years

DTP, TOPV, Tubercu-

lin Test

Measles, Rubella,

Mumps
DTP, TOPV
DTP, TOPV
DTP, TOPV

Td—continue every

10 years

6 Years of Age and Over

First Visit Td, TOPV, Tubercu-

lin Test

1 month later Measles, Rubella,

Mumps
2 months later Td, TOPV
6 to 12 months later Td, TOPV
Age, 14-16 years Td—continue every

10 years

tions in the 1974 edition of the Ameri-

can Academy of Pediatrics’ “Report of

the Committee on Infectious Diseases,”

which call for a dose of polio vaccine

every time a dose of DPT is given. 2 (See

Tables 2 & 3.)

2. Do not defer vaccinations because of

minor infections unaccompanied by
fever. The AAP “Red Book” says:

“Minor infections not associated with

febrile reactions, such as the common
cold, are not contraindications.”

3. Give polio vaccine simultaneously with

M/R or M/M/R vaccines in situations

where it would be advantageous to do so

—as when a child may not return for

subsequent vaccinations.

4. Do not start an immunization series over

again because it has been interrupted.

Interruption of the recommended sched-

ule does not interfere with final immun-
ity regardless of the length of time be-

tween doses.

5. Discourage parents from waiting until

school entry to complete basic immuni-

zations. Where money is a problem, re-

fer children to the nearest public health

unit or state service center for the needed

vaccinations. Remind the parents that

anyone is eligible to receive vaccinations

in a public clinic, regardless of income.

6. Periodically, review all immunization

records to identify children with incom-

plete series who have lapsed from a regu-

lar immunization program. Call the par-

ents and advise them of the importance

of completing the series.

These recommendations, if followed by all

Delaware physicians, would have immediate

impact on statewide immunization levels: the

polio level would automatically approach that

of DPT, and the measles and rubella levels

would be dramatically increased.

The time is right: October is National Im-

munization Action Month, and throughout

the nation parents will be urged to visit their

physicians for the purpose of completing their

children’s immunizations. It is up to physi-

cians to make the most of each one of these

visits.

Nicholas P. Haritos, M.D.
Deputy Director, Division of Public Health

REFERENCES
1. Division of Public Health, “Statewide Immunization Survey

of Two-Year-Old Children—May, 1974.”*

2. American Academy of Pediatrics, “Report of the Committee
on Infectious Diseases,” 1974 edition, pp. 1-9.
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GIARDIASIS: ROAD TO LENINGRAD

OR IMMUNODEFICIENCY?

Gastrointestinal disease is common among
patients with variable immunodeficiency syn-

dromes.

Giardia lamblia was found by Ament and

Rubin to be the cause of gastrointestinal

symptoms in seven of eight cases of variable

immunodeficiency syndromes .
1 Ochs, Ament

and Davis report a case of giardiasis with

malabsorption in x-linked agammaglobuli-

nemia .
2 Hoskins et al discuss giardiasis in a

patient with a sprue-like syndrome, immuno-
globulin A deficiency, vitamin B« malabsorp-

tion, recurrent diarrhea, and bronchopulmon-

ary infection .
3

Ament and Rubin report abnormalities of

the small intestine in all eight of their pa-

tients: mucosal nodular lymphoid hyper-

plasia, or the flat mucosa, absent intestinal

villi lesions of hypogammaglobulinemic sprue,

or mixed lesions. All patients lacked plasma

cells in the laminia propria. The lymphoid

nodules were evident as small polypi. Giar-

diasis and malabsorption were frequent in all

their patients (nodular, flat, mixed), but the

role of giardia is uncertain because giardia

can cause small intestinal lesions in some pa-

tients whose immunoglobulins are normal.

Many, but not all, of the intestinal abnorm-
alities in immunodeficiency syndromes seem
relative to giardiasis. Because intestinal struc-

tural abnormalities do not disappear com-
pletely after eradication of giardia, proximal

intestinal bacterial overgrowth may be a con-

tributing factor.

Hermans et al describe eight patients (six

of whom had giardiasis) with nodular lymph-
oid hyperplasia in the jejunum, hypogamma-
globulinemia, and an almost absence of IgA
and IgM globulins with a moderately de-

creased IgG level .
4 They emphasize that

altered immune mechanisms may be an im-

portant factor in susceptibility to giardiasis.

Yardley and Bayless feel that host-related

factors also contribute to variable human sus-

ceptibility to giardiasis (children; after gas-

trectomy in adults), with bacteria and mal-

nutrition acting synergistically .
5

Hermans et al imply that the mucosal nodu-

lar lymphocytic hyperplasia, which may occur

in association with dysgammaglobulinemia

and giardiasis, may be related to functional

abnormalities of the so-called central lymph-

oid tissues .

4 They also mention the increased

incidence of carcinoma of the gastrointestinal

tract in patients with dysgammaglobulinemia

and mucosal nodular lymphoid hyperplasia of

the small intestine.

Hoskins et al speculate that superimposed

giardiasis may intensify latent or overt im-

munoglobulin deficiency, hypogammaglobu-

linemia developing during nutritional defici-

encies of protein, vitamin B12, pyridoxine, and

pantothenic acid .
3 So, is it malabsorption or

competitive consumption by the parasite, or

both?

Harrison’s Principles of Internal Medicine

also mentions that giardiasis has been reported

frequently in patients with immunoglobulin

deficiencies and may be the major cause of

intestinal abnormalities in these patients .
6

Anent reports two more immunodeficiency

patients with giardiasis and emphasizes the

cause and effect relationship between giar-

diasis and malabsorption of B12. 7 Neither pa-

tient had gastrointestinal symptoms nor bac-

terial coliform overgrowth. However, giardia

in the absence of symptoms may be a “harm-

less” commensal like temperate-zone Enta-

moeba histolytica .
8 Jejunal biopsy, taken

between the duodenojejunal junction and one

foot distally, is the diagnostic method of
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choice. Negative stool examinations do not

exclude giardiasis.

So, although all roads lead to Rome, never-

theless, all giardia do not lead only to Lenin-

grad.9 - 10 They once led to Aspen skiers, 11 and

they may, in fact, “uncover” immunodefici-

ency.

Charles M. Bancroft, M.D.

REFERENCES

1.

Ament ME, Rubin CE: Relation of giardiasis to abnormal
intestinal structure and function in gastrointestinal immuno-
deficiency syndromes. Gastroenterology 62:216-226, 1972.

2. Ochs HD, Ament ME, Davis SD : Giardiasis with malabsorp-
tion in x-linked agammaglobulinemia. NEJM 287 : 341-342,
1972.

3. Hoskins LC, Winawer SJ, et al: Clinical giardiasis and in-

testinal malabsorption. Gastroenterology 53:268, 1967.
4. Hermans PE, Huizenga KA, et al: Dysgammaglobulinemia

associated with nodular lymphoid hyperplasia of the small
intestine. Amer J Med 40:78-89, 1966.

5. Yardley JH, Bayless TM: Giardiasis. Gastroenterology 52:
301-304, 1967.

6. Wintrobe MM, Thorn GW, et al, editors: Harrison’s Princi-
ples of Internal Medicine, 7th edition, page 1033. McGraw-
Hill, New York, 1974.

7. Ament ME: Giardiasis and vitamin B,, malabsorption. Gas-
troenterology 63:1085, 1972.

8. Jones AW: Introduction to Parasitology, pp 79-80. Addison-
Wesley Pub Co., Reading, Mass., 1967.

9. Del Med J 46:209-210, 1974.
10. Giardiasis in Russia (Letters to editor). NEJM 290:286

and 290:861-862, 1974.
11. Quarfoth HJ : Giardiasis outbreak hits Aspen skiers. “News-

front”, Mod Med 34: No. 11, 32, 1966.

% %

<
zDeatk<i>

CATHERINE B. MIDDLETON, M.D.

With the passing of Catherine B. Middle-

ton, M.D., Delaware has lost a revered phy-

sician, an amiable and witty colleague, and

one of the strongest supporters of children

the State may ever have. Hers was the soft

sell of continual behind-the-scenes persuasion,

pleading, digging into the problems of young

mothers and their children, in hope of a better

future for their generation.

Here in Delaware, she achieved a life-long

ambition to serve her own people, Negroes,

as she preferred to have them called, rather

than the modern generation’s term, Blacks.

After graduating with honors from Howard
University Medical School in 1944, she served

her internship at Harlem Hospital in New
York City, and developed a private practice

in North Carolina, where her special interest

was pediatrics. But Kitty was way ahead of

her time. She carried her pediatric practice

through the teen years and into college, long

before Adolescent Medicine was recognized as

a specialty.

Because of her dual interest in young people

and a desire to do more for her own race,

Kitty obtained a master’s degree in public

health from the University of North Carolina

in 1967. Armed with her new diploma, she

came to Delaware as the Director of Maternal

and Child Health, Division of Public Health

for the State. In this capacity she served us

well. She was one of the founders and a

moving force in developing the Delaware Ado-

lescent Program, Inc. (dapi) and served on

the Board of Directors until 1972. In addi-

tion, she was Secretary-Treasurer of the As-

sociation of State Maternal and Child Health

and Crippled Children’s Directors, and a

member of the National Medical Association,

the Kent County Medical Society, the APHA,
and two sororities, Kappa Pi and Delta Sigma

Theta. The latter sorority was founded at

Howard University in 1913, and Kitty’s

mother, Jimmie Belle Middleton, was one of

the founders.

She was a proud and intelligent person,

whom we all respected and loved. Kitty, we
will miss you.

Marjorie J. McKusick, M.D.
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Speakers on

“Ask the Doctor”

Speakers for October, 1974 on the Tuesday radio program (11:05 a.m.,

WDEL) produced by the Medical Society of Delaware are: October 1,

Marjorie J. McKusick, M.D., Immunization; October 8, Donald H. McGee,

M.D., Breast Feeding; October 15, Jack C. Sallee, M.D., Perennial Allergic

Rhinitis, Frequent Respiratory Infections, and Allergy of the Ear; October

22, Michael B. Peters, M.D., Chronic Bronchitis and Emphysema; Octo-

ber 29, Thomas R. Brooks, M.D., Hysterectomy.

“A Doctor’s

Opinion”

Participants for October, 1974 on the Thursday afternoon television pro-

gram (5:00 p.m., Channel 5) produced in cooperation with the Medical

Society of Delaware are: October 3, Marjorie J. McKusick, M.D., Im-

munization Action Month; October 10, Richard P. Kennedy, M.D., Ra-

diology and Radiologists; October 17, Warren R. Johnson, M.D., Strep

Throat; October 24, Arlo J. Courter, M.D., Hives; October 31, William

D. Johnson, M.D., Fetal Monitoring.

Cancer Audio

Tape Set

A new audio tape set is available for distribution by the American Cancer

Society’s Delaware Division. One cassette explains the current theories

of viral etiology of cancer of the breast, cervix, etc., followed by discussion

of applications of new knowledge of viruses to chemotherapy and of the

potential usefulness of vaccines. The second cassette discusses tumor an-

tigens, cell-mediated immunity, immunodeficiency diseases, immunosup-

pressive therapy, and carcinoembryonic antigens. For information call

654-6267.

NIH Study The cooperation of physicians is requested in the referral of patients with

interstitial lung disease for studies now in progress at the Clinical Center,

National Institutes of Health in Bethesda, Maryland. These studies,

being conducted by the National Heart and Lung Institute’s Lung Branch,

include the pathogenesis, natural history, and therapy of pulmonary inter-

stitial disease. Patients needed are those with (1) known diagnoses or

(2) roentgenographic eviderxe of interstitial disease and/or evidence of

restrictive disease by pulmonary function testing. Hospitalization at the

Clinical Center will be for one week. Physicians interested in having

their patients considered for admission may write or telephone: Ronald

Crystal, M.D., National Heart and Lung Institute, Clinical Center, Room
6D-06, National Institutes of Health, Bethesda, Maryland, 20014; tele-

phone: (301) 496-1740.

CLINICAL NOTICES AND MEETINGS

American College of

Emergency Physicians

The Second Annual Combined Meeting of the American College of Emergency
Physicians and the Emergency Department Nurses Association will be held Novem-
ber 4-6 at the Washington Hilton Hotel, Washington, D.C. For further informa-

tion contact: Karl G. Mangold, M.D., Chairman, 241 East Saginaw, East Lansing,

Michigan, 48823.
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American College of

Family Physicians

Annual Scientific

Assembly

Respiratory Disease

Seminar

Second National

Congress on Health

Manpower

28th AMA Clinical

Convention

Seminar on Diseases

of the Liver

Nuclear Medicine

Symposium

The American Academy of Family Physicians Twenty-sixth Annual Scientific As-

sembly will be held October 14 through October 17 in Los Angeles, California. For
further information write: American Academy of Family Physicians, 1740 West
92nd Street, Kansas City, Missouri, 64114.

The Delaware Lung Association and the Wilmington Medical Center will co-sponsor

a seminar on “Adult Respiratory Failure” on Friday, October 4, at the Delaware
Academy of Medicine Building. For information call 655-7258.

The Second National Congress on Health Manpower will be held in Chicago October

31-November 2. For further information contact: Francis C. Coleman, M.D., Chair-

man, AMA Council on Health Manpower, 535 North Dearborn Street, Chicago,

Illinois, 60610.

The meeting of the 28th AMA Clinical Convention will be held at the Memorial

Coliseum in Portland, Oregon, November 30-December 3. For further information

write: Circulation and Records Department, American Medical Association, 535

N. Dearborn Street, Chicago, Illinois, 60610.

The Department of Medicine of the University of Miami will present a seminar on

Diseases of the Liver, November 21-23, in Miami Beach. For further information

contact: Division of Continuing Medical Education, University of Miami School of

Medicine, P.O. Box 520875, Biscayne Annex, Miami, Florida, 33152.

New England Nuclear’s Radiopharmaceutical Division will sponsor a symposium
on “Advances in Nuclear Medicine for the Community Hospital” on October 18 at

the Cherry Hill Inn Cherry Hill, New Jersey. Registration limited. To pre-regis-

ter contact: Mr. Donald T. Himebaugh, New England Nuclear, 575 Albany Street,

Boston, Massachusetts, 02118.

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisements are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisement of a professional nature are free to members.

INTERNIST: Subspecialty Gastroenterology. Grad-
uate of Stanley Medical College, Madras, India.

Interested in locating in medium-sized town.

Available July, 1975.

UROLOGIST: Graduate of University of Vermont
College of Medicine. Research experience. En-

joys both adult and pediatric urology. Interested

in partnership or group practice. Available July,

1975.

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerenson, R.N.
ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE
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MEDICAL SOCIETY OF DELAWARE
Approved

and

Improved

ACCIDENT AND SICKNESS

DISABILITY PLAN
Administered by

BERTHOLON-ROWLAND, INC.

BOX 77 - 349 W. STATE STREET

MEDIA, PA. 19063

215-565-3450

JAMES G. WELSH, Representative

HOMEMAKERS® is

a national organization
of home and health
care personnel.

...at home
or in the
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According to her major
i symptoms, she is a psychoneu-

!

rotic patient with severe

anxiety. But according to the

description she gives of her

feelings, part of the problem
may sound like depression.

This is because her problem,

although primarily one of ex-

cessive anxiety, is often accom-
panied by depressive symptom-
atology. Valium (diazepam)

can provide relief for both—as
the excessive anxiety is re-

lieved, the depressive symp-
toms associated with it are also

often relieved.

There are other advan-
tages in using Valium for the

management of psychoneu-
rotic anxiety with secondary
depressive symptoms: the

psychotherapeutic effect of

Valium is pronounced and
rapid. This means that im-
provement is usually apparent
in the patient within a few
days rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

For further information

on this subject, the following

references are provided:
1 . Henry BW, et al: Dis Nerv

Syst 30:675-679, Oct 1969.

2. Hollister LE, et al: Arch Gen
Psychiatry 24:273-278, Mar 1971. •

3. Claghorn J : Psychosomatics
77:438-441, Sept-Oct 1970.

2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

surveillance because of their predisposi-
tion to habituation and dependence. In

pregnancy, lactation or women of child-

bearing age, weigh potential benefit
against possible hazard.

Precautions: If combined with other psy-
chotropics or anticonvulsants, consider
carefully pharmacology of agents em-
ployed; drugs such as phenothiazines,
narcotics, barbiturates, MAO inhibitors
and other antidepressants may potentiate
its action. Usual precautions indicated in

patients severely depressed, or with latent
depression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function.. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,

fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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The Rx thatsayskA
“Relax”

BUTISOL Sodium provides highly predictable sedative effect:

minor dosage adjustments are usually all that’s needed to

produce the desired degree of sedation. (With 3 dosage forms
and 4 strengths to make adjustments easy.)

BUTISOL Sodium offers prompt, smooth, relatively non-
cumulative action: begins to work within 30 minutes. . .yet,

because of its intermediate rate of metabolism, generally has
neither a “roller-coaster” nor a “hangover” effect.

BUTISOL Sodium is remarkably well tolerated:

a 30-year safety record assures you that there is little likelihood

of unexpected reactions.

BUTISOL Sodium saves your patients money:
costs less than half as much as most commonly prescribed

sedative tranquilizers*

These are four good reasons for prescribing BUTISOL
Sodium for the many patients who need to have the pace set

just a little slower. Its gentle daytime sedative action is often

all that’s needed to help the usually well-adjusted patient

cope with temporary stress.

*Based on surveys of average daily prescription costs.

Butiisol
(SODIUM BUTA6ARBITAL)

SODIUM'

Contraindications: Sensitivity or idiosyncracy to barbiturates; history of

manifest or latent porphyria or marked liver impairment; respiratory disease

with dyspnea or obstruction; history of addiction to sedative/hypnotic drugs;

uncontrolled pain, to avoid because of possible excitement.

Precautions: Exercise caution in: moderate to severe hepatic disease;

anticoagulant therapy, because of possible increased metabolism of coumarin
anticoagulants; withdrawal in drug dependence or the taking of excessive

doses over a long period, to avoid withdrawal symptoms; elderly or debilitated

patients, to avoid possible marked excitement or depression; use with alcohol

or other CNS depressants, because of combined effects.

Adverse Reactions: Slight hangover, drowsiness, lethargy, headache, skin

eruptions, nausea and vomiting, hypersensitivity reactions (especially in those

with asthma, urticaria, angioneurotic edema, or similar conditions).

Usual Adult Dosage: For daytime sedation, 1 5 mg. to 30 mg. t.i.d. or q.i.d.

For hypnosis, 50 mg. to 100 mg.

Available as: Tablets, 1 5 mg., 30 mg., 50 mg., 100 mg.; Elixir, 30 mg. per 5 cc.

(alcohol 7%). BUTICAPS® [Capsules BUTISOL SODIUM (sodium
McNeil Laboratories, Inc., Fort Washington, Pa. 19034 © McN 1971 butabarbital)] 15 mg., 30 mg., 50 mg., 100 mg.

[ McNEIL
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BLUE SHIELD PARTICIPATION — VOLUNTARY OR MANDATORY?

I had hoped to devote my first editorial to

an expression of appreciation to you all for

allowing me the opportunity to serve you as

President of the Medical Society of Delaware.

Unfortunately, circumstances have made it

necessary for me to plunge directly into con-

troversy.

Blue Cross and Blue Shield of Delaware,

Incorporated has entered into an agreement

with the auto industry groups that provides

these subscribers with some startling bene-

fits. Blue Shield has guaranteed these sub-

scribers that they will never be charged more

than the fee which is defined by Blue Shield

as “usual and customary.” This is the amount
which Blue Shield will pay to a participating

physician.

The startling aspect of this agreement is

that Blue Shield will attempt to enforce their

fee schedule upon all physicians whether or

not the physician has indicated his acceptance

of the schedule by signing a Blue Shield con-

tract. Blue Shield has informed several area

physicians (physicians who do not participate

in the local Blue Shield Plan) that if they

persist in their attempts to collect their stand-

ard fee from this group of patients, Blue

Shield will encourage the patients to resist

payment. Further, Blue Shield will assume
full financial responsibility for any court ac-

tion which becomes necessary.

Let us examine the significance of this ac-

October, 1974

tion. Up to this point, we have all assumed

that we were free men practicing our pro-

fession in an essentially free society. The
great majority of us (over 95%) have volun-

tarily accepted the terms of the local Blue

Shield contract. Now we are told that the

terms of this contract will be enforced upon

all physicians—whether or not they are par-

ticipants in the contract. In other words, ac-

ceptance of the contract is no longer volun-

tary; it has become mandatory.

We must take no comfort in the fact that

this particular “benefit” is available at this

time only to the motor groups. It is very

easy to market something that costs nothing.

There are only two possible outcomes: either

we will bring this practice to an immediate

and complete halt or it will become standard

policy of the health insurance industry.

We must also not make the mistake of con-

sidering this a small problem since it affects

only a small percentage of physicians. I have

long argued that the Medical Society has an

obligation to protect the legitimate rights of

the few physicians who elect not to participate

in the service contract, with a vigor equal to

that which we have exhibited on behalf of

the great majority who elect to participate.

The Society has never shown enthusiasm for

this principle, but now we see that yesterday’s

failing “in principle only” assumes practical

importance today. Of course, most of us are

pleased with the current contract, and we
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hope to continue to participate. Nevertheless,

it is unthinkable that we would cooperate in

any effort to enforce these terms upon our

colleagues who disagree with us.

Further, and this point I would place above

all others, the service contract has been ac-

ceptable to us mainly because we have had

the option of withdrawing. So long as every

one involved appreciated this, any difference

which we might have with the Plan could be

resolved through negotiation. If we lost the

option to withdraw, the process of compromise

and negotiation will be severely limited, and

there is little reason to believe that an accept-

able working relationship with Blue Shield

will be maintained. If we fail to support our

colleagues who choose not to participate, if

we close the door on them now, we will find

% MS

that door closed to us in the very near future

when we come to appreciate our mistake.

Over the next month, the Medical Society

of Delaware will formulate its stance on this

issue. I hope that you will all become

thoroughly knowledgeable on this subject and

that we will have the benefit of your com-

ments and observations so as to put together

the best possible defense against this out-

rageous assault on our personal liberty. I am
hopeful that our defense will have the widest

possible support within the Society. If we are

united and if we are determined, I am confi-

dent of the outcome.

ME
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RABIES IN DELAWARE

General and family practitioners and emergency

room physicians frequently care for children and

adults bitten by animals. A review of the epi-

demiology and incidence of rabies in Delaware

specifically pertains to this problem. Recently

enacted state legislation requires mandatory

rabies immunization of dogs throughout the state.

Indications for treatment including new develop-

ments in immunization are presented.

Donald A. Mahler, M.D.

Review of Cases

According to statistics from the Division of

Public Health, Bureau of Disease Control,

State of Delaware, a ten-year review of rabies

cases from 1964-1973 reveals that bats were

the only animal found to have rabies in Dela-

ware. 1 Of the seven cases of bat rabies in

1972, diagnosed by fluorescent antibodies and
autopsy demonstration of Negri bodies, all

occurred south of the Chesapeake and Dela-

ware Canal. All six laboratory positive cases

of bat rabies in 1973 also occurred south of

the Canal.

Dr. Mahler is an emergency room physician, Kent General
Hospital, Dover, Delaware.

The last reported case of canine rabies in

Delaware occurred in 1957 when three dogs

were documented to have rabies. Since 1959

when one fox was found to be rabid, the bat

is the only animal found to have rabies in

Delaware.

Delaware Bat Alert

Resulting from the appearance of bat rabies,

an article titled “Delaware Issues a Bat Alert”

appeared in 1972 to forewarn of local condi-

tions. 2 Mr. Mohr, the author, points out that

peak bat activity occurs in the late summer
and fall as they disappear in Delaware with

the onset of freezing weather.
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Delaware Law

Since April 9, 1953, a unique situation had

existed in Delaware regarding rabies immuni-

zation of dogs. The Delaware Code states

that in order to receive a dog license, proof

of rabies immunization is required of residents

of New Castle County north of the Chesa-

peake and Delaware Canal. 3 Apparently, at

the time this law was passed, it was believed

that rabies did not exist south of the Canal.

Recent epidemiological evidence, quoted

above, indicates that this is no longer true.

To rectify this potential danger, House Bill

470 was introduced into the Delaware State

House of Representatives.4 This bill provides

for mandatory rabies immunization of dogs

throughout the state prior to licensure. Upon
passage by both Houses of the state legisla-

ture, the bill was signed into law by Governor

Tribbitt on May 1, 1974. Such a measure

should decrease the likelihood of rabies trans-

mission within the canine population and, in

turn, to humans since all “owned” dogs would

be immunized.

Reporting Animal Bites

All physicians treating persons bitten by

an animal should have a protocol for an Ani-

mal Bite Report specifying the following es-

sential information:

Name, address, and age of person bitten

Name and address of owner of animal

Date of bite

Description of animal (dog, cat, other)

Site of wound

Condition of animal (well, sick, dead, un-

known)

Animal vaccinated against rabies (if yes,

then date)

Animal under quarantine (if yes, then

where)

This report should be immediately sent to

the respective County Health Unit, (Wilming-

ton in New Castle, Dover in Kent, and
Georgetown in Sussex). Prompt reporting

provides optimal protection for the person

bitten and enables collection of appropriate

data for statistical evaluation.

In response to the Animal Bite Report, the

County Health Unit contacts the owner of the

animal by telephone or letter, instructing him
of the necessity to confine and observe the

animal for ten days. Additional instructions

include notifying the County Health Unit if

the animal appears sick at any time or if the

animal is in good health at the end of the

ten-day period. An explanation on preserv-

ing the head of the animal in order to ex-

amine the brain tissue is provided.

Guide for Postexposure Treatment 3

The recommendations given here are in-

tended only as a guide. (Figure l 3
) It is recog-

nized that in special situations modifications

of the procedures laid down may be war-

ranted. Such special situations include ex-

posure of young children and other circum-

stances where a reliable history cannot be ob-

tained, particularly in areas where rabies is

known to be endemic, even though the animal

is considered to be healthy at the time of

exposure. Such cases justify immediate treat-

ment, but of a modified nature, for example,

local treatment of the wound as described be-

low, followed by administration of a single

dose of serum or 3 doses of vaccine daily; pro-

vided that the animal stays healthy for ten

days following exposure, no further vaccine

need be given. Modification of the recom-

mended procedures would also be indicated in

a rabies-free area where animal bites are fre-

quently encountered. In areas where rabies

is endemic, adequate laboratory and field ex-

perience indicating no infection in the species

involved may justify local health authorities

in recommending no specific antirabies treat-

ment.

Practice varies concerning the volume of

vaccine per dose and the number of doses

recommended in a given situation. In general,

the equivalent of 2 ml of a 5% brain-tissue

vaccine, or the dose recommended by the pro-

ducer of a particular vaccine, should be given

daily for 14 consecutive days. To ensure the
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FIGURE I

A. LOCAL TREATMENT OF WOUNDS INVOLVING
POSSIBLE EXPOSURE TO RABIES(1)

Recommended in all exposures

(a) First-aid treatment

Since elimination of rabies virus at the site of infection by chemical or physical means (see

section 9.2) is the most effective mechanism of protection, immediate washing and flushing with

soap and water, detergent, or water alone is imperative (recommended procedure in all bite wounds
including those unrelated to possible exposure to rabies). Then apply either 40-70% alcohol,

tincture or aqueous solutions of iodine, or 0.1% quaternary ammonium compounds. 1

(b) Treatment by or under direction of a physician

(1) Treat as above (a) and then :

(2) apply antirabies serum by careful instillation in the depth of the wound and by infiltration

around the wound;

(3) postpone suturing of wound ;
if suturing is necessary use antiserum locally as stated above;

(4) where indicated, institute antitetanus procedures and administer antibiotics and drugs to

control infections other than rabies.

B. SPECIFIC SYSTEMIC TREATMENT

Nature of exposure

Status of biting animal
Irrespective of previous vaccination

Recommended

At time of exposure
During

10 days a

treatment

1. Contact, but no
lesions

;

indirect contact

;

no contact

Rabid — None

II. Licks of the skin
;

scratches or
abrasions

;

minor bites (covered
areas of arms, trunk,
and legs)

(a) Suspected as rabid & Healthy

Rabid

Start vaccine. Stop
treatment if animal
remains healthy for

5 days c

Start vaccine
;
administer

serum upon positive
diagnosis and complete
the course o* vaccine

(b) Rabid
;

wild animal, or
animal unavailable
for observation

Serum + vaccine

III. Licks of mucosa
;

major bites (multiple
or on face, head,
finger, or neck)

Suspect b or rabid
domestic or wild d

animai, or animal
unavailable for obser-
vation

Serum + vaccine. Stop
treatment if animal
remains healthy for
5 days a. c

0 Observation period in this chart applies only to dogs and cats.
b All unprovoked bites in endemic areas should be considered suspect unless proved nega-

tive by laboratory examination (brain FA).
c Or If its brain is found negative by FA examination (see 9.1).

d In general, exposure to rodents and rabbits seldom, if ever, requires specific antirabies
treatment.

1 Where soap has been used to dean wounds, ail traces of it should be removed before the
application of quaternary ammonium compounds because soap neutralizes the activity of such
compounds.
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production and maintenance of high levels of

serum-neutralizing antibodies, booster doses

should be given at 10, 20, and 90 days follow-

ing the last daily dose of vaccine in all cases.

Combined serum-vaccine treatment is con-

sidered by the Expert Committee on Rabies

as the best specific treatment available for the

postexposure prophylaxis of rabies in man.

Experience indicates that vaccine alone is suf-

ficient for minor exposures. Serum should be

given in a single dose of 40 IU/kg of body

weight for heterologous serum and 20 IU/

kg of body weight for human antirabies im-

munoglobulin; the first dose of vaccine is in-

oculated at the same time as the serum but

at another site. Sensitivity to heterologous

serum must be determined before its adminis-

tration.

Treatment should be started as early as

possible after exposure, but in no case should

it be denied to exposed persons whatever time

interval has elapsed.

In areas where antirabies serum it not avail-

able full vaccine therapy including three boos-

ter inoculations should be administered.

New Developments in Immunization

Passive

Human-derived rabies immune globulin

(HRIG), obtained from hyperimmunized hu-

man volunteers, mainly veterinarians, has

been developed to replace equine antirabies

serum which has been reported to cause serum

sickness in up to 46% of patients. 6 Rubin,

Sikes, and Gregg have demonstrated that

HRIG produces prompt rabies serum-neu-

tralizing antibodies “equal to or greater than

that observed with the equine product.” 7 Sev-

eral investigators have shown that passive

administration of HRIG inhibits simultan-

eous active immunization with rabies vac-

cine.812 Subsequently, Hattwick et al from
the Center for Disease Control reported that

the HRIG immunosuppression of active anti-

body formation from the vaccine was over-

come when 23 doses of duck embryo vaccine

(DEV) were used. 13 Their data indicate that

between 15 and 40 IU/kg in combination with

21 doses of DEV plus 2 boosters produce

serum-neutralizing antibodies that are high-

titered and long lasting. This procedure pro-

vides comparable protection to that given by
the presently recommended combination of

equine antirabies serum and DEV without the

risk of serum sickness or anaphylaxis.

Active

Duck embryo vaccine is currently used for

active immunity. The World Health Organi-

zation recommends, as a basic postexposure

immuno-prophylactic regimen, 14 consecutive

days of DEV with booster doses at 10, 20, and
90 days following last daily dose when com-
bined with equine rabies antiserum. 5 Recent

data, previously mentioned, from the Center

for Disease Control shows that 21 consecutive

days of DEV plus booster doses at 10 and 20

days following last daily dose are necessary

when combined with HRIG. 13

Though not available for use, a human cell

culture rabies vaccine has been prepared. Pre-

liminary results with 16 human volunteers are

highly favorable with regard to antibody re-

sponses. In addition, reactions to the vac-

cine, both local and general, were minimal.

It is believed that fewer inoculations will be

needed than now required with DEV and with

less risk of reaction than at present. 14
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RUDIMENTARY BRANCHED URETER
A Report of Four Cases

Four new cases of rudimentary branched ureter,

a rare disorder, are presented and the literature

reviewed.

George A. Barbalias, M.D.
Rocco . DiGioacchino, M.D.

The rudimentary branched ureter or bifid

ureter with a blind-ending branch is a rare

congenital anomaly which results from an

abortive attempt at duplication of the ureter.

About fifty cases have been reported in the

world literature up to the present time. Ac-

cording to Kretschmer, this partial duplica-

tion occurs either as a result of exaggerated

or premature dilatation of the ureteral bud or

of a second ureteral bud arising from the wolf-

fian duct. 1 Grossly, the blind-ending branch

has a cylindrical shape and is usually located

in the distal half of the ureter. Histologically,

the blind branch contains the same mucosal
and muscular layers as the ureter. The blind

branch is almost exclusively unilateral and
solitary. Kretschmer has reported the only

case in which single branches were found bi-

laterally. Recently, Holly et al2 and Rank
et al 3 described a total of six cases of multiple

bilateral diverticula.

Three cases of blind-ending branched ureter

were discovered at the Wilmington Medical
Center in a period of two months. A fourth

case was found at Riverside Hospital, Wil-
mington, Delaware, and is added to our
series.*

*We are indebted to Dr. Richard Forlano for his kindness in
furnishing us with this case.

Dr. Barbalias served a residency in urology at the Wilmington
Medical Center. He presently is practicing in his native Greece.

Dr. DiGioacchino, a resident in radiology at the Wilmington
Medical Center at the time this paper was done, is now practicing
at Beebe Hospital.

Case Presentations

Case I

A 67-year-old Negro male came to the urol-

ogy clinic, complaining of vague pains in the

scrotum and shortness of breath on exertion.

The patient gave a history of transurethral

resection of the prostate one year previously.

Further history revealed that he voided five

to six times daily and two to three times at

night with a stream of good force and caliber,

without dysuria or incontinence.

On examination a small hydrocele was found

on the right. There was no epididymal swell-

ing. Rectal examination revealed grade I be-

nign prostatic hypertrophy.

An intravenous pyelogram showed a rudi-

mentary branched ureter originating at the

right midureter level and normal appearing

kidneys and collecting system. (Figure 1 A)
Laboratory data revealed a normal urinalysis

and two negative urine cultures. A complete

blood count and chemistry profile were also

normal.

Cystoscopy was performed; no urethral

stricture was found. The vesical neck and
prostatic urethra were patent, and there was

no trabeculation of the bladder. The trigone

was normal, and both ureteral orifices were

normal in size, shape, and location. The right

ureteral orifice was catheterized with a No. 5
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FIGURE 1 A

Case I. Intravenous pyelogram showing a rudi-

mentary branched ureter originating at the right

midureter level and normal appearing kidneys

and collecting system.

whistle tip ureteral catheter; dye was injected

and the blind-ending ureteral stump was

demonstrated. No ectopic ureteral orifices

were seen. (Figure IB) A cystogram showed

no reflux. (Figure 1 C)

Case II

An 18-year-old white male was seen in July

1972, with a history of dysuria and frequency

every one to two hours with one-time nocturia

and gross hematuria on one occasion. He was

given sulfisoxasole for two weeks by his family

physician with relief of his urinary symptoms
but with persistence of pain in the testes.

Physical examination revealed a normal

prostate, testes, and epididymes. Urinalysis

and blood urea nitrogen were normal, and the

urine culture was negative.

An intravenous pyelogram demonstrated a

normal upper urinary tract with the exception

of what appeared to be a second ureter located

FIGURE 1 B

Case I. Catheterization study of right ureter. No

ectopic ureteral orifices are demonstrated.

on the left side, arising about 3 or 4 cm from

the bladder. (Figure 2 A)

Subsequent cystoscopy and retrograde pye-

logram were performed to further corroborate

this observation. (Figure 2 B) This patient

was found to have a duplicated ureter on the

left side with the blind-ending ureteral seg-

ment arising about 2 cm proximal to the left

ureterovesical junction and extending cepha-

lad for a length of about 2 cm.

Cystoscopy revealed some inflammatory

changes of the prostatic urethra which might

have caused the initial symptoms. The tri-

gone was normal in appearance with only one

orifice on each side. No ectopic ureteral ori-

fices were seen.

Case III

A 47-year-old white female complained of

lower abdominal pain of about six months’

duration. She gave no previous history of

urologic disease. A history of her voiding
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FIGURE 1 C

Case I. Cystogram; no reflux is seen.

FIGURE 2 A

Case II. Intravenous pyelogram shows second

ureter on left, arising 3-4 cm from the bladder.

pattern revealed no nocturia but daytime fre-

quency (every two-three hours). There was

no dysuria or hematuria. Blood urea nitrogen

and urinalysis were normal.

On physical examination there was no cos-

tovertebral angle tenderness, but some supra-

pubic tenderness on deep palpation was noted.

The intravenous pyelogram was interpreted

as showing probable duplication of the col-

lecting system on the right side with a blind

ureteral “pouch” at about the ureterovesical

junction. (Figure 3 A)

Cystoscopy with a right retrograde pyelo-

gram confirmed the diagnosis. (Figure 3 B)
Only one normal-appearing ureteral orifice on
each side of the interureteric ridge was seen,

and no ureteroceles or ectopic ureteral orifices

were found. (Figure 3 C)

Case IV

A 53-year-old male patient consulted his

physician because of palpitations. Ten years

FIGURE 2 B

Case II. Retrograde pyelogram showing the ure-

teral catheter in the blind-ending pouch.
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FIGURE 3 A

Case III. Intravenous pyelogram shows duplica-

tion of right collecting system suggesting a blind

ureteral pouch at the ureterovesical junction.

previously the patient was told that he had

hypertension. A work-up at that time un-

covered no other abnormalities. He has re-

mained asymptomatic for the intervening

years except for occasional palpitations.

Physical examination demonstrated blood

pressure 240/128 with grade II hypertensive

retinal changes. Urinalysis revealed 10 to 18

RBC/hpf. and 1-3 WBC/hpf. Blood uric acid

was 9.7 mg, and blood urea nitrogen was

24 mg/100 ml. Urine culture was sterile. In-

travenous pyelogram is shown in Figure 4 A.

This patient was admitted to the hospital

for further investigation including cystoscopy,

retrograde pyelogram, and cystogram. (Fig-

ures 4 B and 4 C) Only one ureteral orifice on

each side was seen on cystoscopy; no uretero-

celes or ectopic ureteral orifices were seen.

Discussion

A review of the literature reveals some con-

fusion concerning the differentiation of a

blind-ending branched ureter from a ureteral

diverticulum. In 1947, Culp attempted to

clarify this confusion. He defined a rudimen-

FIGURE 3 B

Case III. Retrograde study confirming observation

suggested in 3 A.

FIGURE 3 C

Case III. Reflux into the blind pouch is demon

strated on cystogram.
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tary branched ureter as “any blind-ending

hollow structure whose lumen joins that of

the ureter at a distinct angle, whose wall

presents the same histological coats as the

ureter, and whose length is more than twice

its greatest diameter.”4 He further defined

the true ureteral diverticulum as being con-

genital in origin and consisting of “well-de-

fined, ovoid or round, extra-ureteral sacs

which contain all of the ureteral coats in the

wall and which communicate with the ureteral

lumen through a distinct stoma.”

Many authors contend that no distinction

can be made between the blind-ending bifid

ureter and the ureteral diverticulum. 3 Rank
and his associates have observed that in all

the reported cases of true ureteral diverticu-

la, no one has uncovered evidence to suggest

that the diverticulum is anything more than

a dilatation of a blind-ending branch. 3

Lindemann, in 1895, was able to produce

experimentally true ureteral diverticula in

FIGURE 4 A
Case IV. Intravenous pyelogram shows a fusiform

structure arising from the distal ureter.

FIGURES 4 B, 4 C
Case IV. Films made at cystoscopy reveal only one ureteral orifice on each side and no ectopic ureteral

orifices. The “blind pouch" originates above the ureterovesical junction with dye freely refluxing into

it from the normal ureter.
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young rabbits by ligating the distal ends of

the ureters .
5 He was unable to produce simi-

lar changes in adult rabbits, and he was also

unable to effect the same results in young

rabbits when the ligature was placed on the

proximal one-half of the ureter. Rank further

notes “the fact that diverticula can be pro-

duced experimentally only in young animals,

presumably because of low ureteral resistance,

does not correlate well with the known facts

in humans, for no cases of diverticula have

been reported in children who have undergone

thorough examination for hydroureter, hydro-

nephrosis, congenital strictures and other con-

ditions found early in life which produce in-

creased intraureteral pressure.” 3

Albers and co-workers, however, see some
practical value in Culp’s classification since

the characteristic roentgenological appearance

of the rudimentary ureter serves to distinguish

it from diverticula which may be acquired

secondary to trauma or stenosis and may be

accompanied by varying degrees of hydro-

ureter and hydronephrosis .
6 ’7

Clinically, the most common presenting

symptoms are dysuria and frequency. Less

frequent complaints include renal colic, or

localized abdominal pain, abdominal disten-

tion, nocturia, enuresis, and hematuria. Rare-

ly, acute urinary retention occurs. Systemic

complaints include nausea, vomiting, and
fever. Ipsilateral hydroureter and hydro-

nephrosis may be present along with calculi,

which can be found in any portion of the

urinary tract.

£ %

The cause of renal colic is not certain. Some
authors believe that it may simply be the re-

sult of distention and inflammation of the

blind branch. However, Lenaghan, utilizing

electromanometric techniques and cineradi-

ography in children with bifid ureters, was
able to demonstrate altered patterns of peri-

stalsis .
8 The peristaltic waves were propa-

gated from one limb into the other instead of

proceeding down the distal ureter. During

an intraoperative study, he showed that plac-

ing a clamp on one of the limbs enabled the

peristaltic wave to proceed normally down the

ureter. Baurys describes a patient with a

rudimentary branched ureter whose present-

ing complaint of acute renal colic was com-
pletely alleviated following removal of the

blind-ending branch .
9 The altered peristalsis

may also explain the visualization of the blind

segment during an excretory pyelogram. In

our cases the most common symptoms were

also dysuria and frequency though not di-

rectly related to the abnormality except per-

haps in the third case.
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OUR BRAVE NEW WORLD

Dr. Arnold Barnett, an instructor in applied mathematics at the Massachusetts
Institute of Technology, says that a baby born this year in one of America’s 50
largest cities has almost a 2 percent chance of being murdered in his lifetime,

and is more likely to be murdered than an American soldier in World War II

was to die in combat.
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MEDICAID IN DELAWARE

Bob Rieman

Approximately 7% of Delaware’s popula-

tion, or 38,000 people, receive a monthly

assistance grant. There are five basic cate-

gories of Public Assistance:

1. Aid to Families with Dependent

Children (AFDC).
2. Old Age Assistance.

3. Aid to the Permanently and Totally

Disabled.

4. Aid to the Visually Impaired.

5. General Assistance.

Aid to Families with Dependent Children

is the largest category of assistance with

slightly over 29,000 recipients. Of the 29,-

000, about 22,000 are children under 18, who
represent about 12% of all the school-age

children in Delaware. The average family

receiving AFDC does so for approximately

two years.

Old Age Assistance, Aid to the Permanently

and Totally Disabled, and Aid to the Visually

Impaired comprise approximately 5,300 re-

cipients. The grant payments comprise ap-

proximately 5,300 recipients. The grant pay-

ments in these categories, commonly called

the “Adult Categories,” were transferred to

the Social Security Administration in Janu-
ary, 1974, under a program called Supple-

mental Security Income.

The General Assistance category is a catch-

all group which is funded entirely by the

State. People who do not qualify for one of

the federally-related categories but have a

definite need may receive financial aid through
General Assistance; there are currently less

than 4,000 persons in this group.

Mr. Rieman is Fiscal Control Officer, Division of Social Services,
Department of Health and Social Services, State of Delaware.

All persons who are eligible to receive assist-

ance through Aid to Families with Dependent

Children or Supplemental Security Income are

also eligible to receive Medical Assistance

through Title XIX of the Social Security Act,

known as Medicaid. General Assistance re-

cipients are not eligible for this coverage.

This Medicaid coverage is authorized by

the issuance of a medical identification card

for Supplemental Security Income recipients,

and a check stub for persons in Aid to Families

with Dependent Children.

Medicaid in Delaware (the specific benefits

are written by each state) provides coverage

without cost sharing by the recipient.

Since Fiscal Year 1968, Medicaid costs in

Delaware have more than quadrupled. The
fiscal 1974 costs of $13,409,940 represent a

13.8% increase over fiscal 1973. (Figure I)

The major reasons for the growth in Medi-

caid expenditures are:

1. Increased public assistance caseloads.

(Table I)

2. Coverage for nursing home care.

3. Increased awareness and utilization of

the program by those who are eligible.

4. Adjustments of hospital employees’

wage scales which had not been compar-

able to general industrial scales, and new
medical knowledge and equipment, re-

sulting in higher hospital costs.

5. New programs such as Early Periodic

Child Screening Treatment and Diag-

nosis Program.

6. Availability of Family Planning for all

female Public Assistance recipients of

child bearing age.

7. Inflation.

October, 1974 517



Delaware Medical Journal
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Medicaid Fiscal Agent for Delaware

Blue Cross and Blue Shield of Delaware,

Inc. is the fiscal agent for the state for Medi-

caid. In Fiscal 1973 Blue Cross processed

451,701 claims. (Table II)

The Blue Cross charges to the state for ad-

ministering the Medicaid program averaged

out to 73c a claim in Fiscal 1973. This is

down from $1.13 per claim in Fiscal 1969.

Medicaid Patients

Doctors find no major differences in general

health between Medicaid patients and non-

Medicaid patients they see. This is not to

say that the general health of people is simi-

lar at different income levels, but rather that

the illnesses, diagnoses, and treatments are

similar when comparing these two groups.

Neither group has a monopoly on a particular

illness.

Some physicians have pointed out that

many Medicaid patients come to doctors’ of-

fices with inconsequential illnesses. However,

there are no data to compare their numbers

with those of non-Medicaid patients who come
into the office with similar illnesses.

Doctors also indicate that a relatively high

percentage of Medicaid patients fail to show

up for their appointments without previously

notifying the office of the cancellation.
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TABLE II

Number of Services

TABLE I

Persons Eligible Cost per Recipient

for Medicaid per year

July, 1968 20,141 $161.33
July, 1969 21,939 $158.39
July, 1970 26,794 $149.23
July, 1971 32,499 $214.69
July, 1972 35,896 $242.46
July, 1973 35,719 $329.73
July, 1974 35,819 $374.38

Prescriptions for Valium {Roche), Darvon

{Roche), Lasix {Hoechst), and Lanoxin {Bur-

roughs-Wellcome) account for 25.7% of all

prescriptions for Medicaid patients. These

same drugs are commonly prescribed for non-

Medicaid patients also, but similar percentage

data for Delaware are not available.

The Early Periodic Child Screening Treat-

ment and Diagnosis Program has shown that

Medicaid children are in better health than

had been expected. Poor teeth, indicating lack

of a continuing dental program among Medi-

caid children, has been detected through the

Screening Program, as well as neglected visual

defects.

“Medically Needy” Program

It appears inequitable to physicians to see

that one patient has a Medicaid card, while

another, equally needy, is required to pay for

medical care because he does not quite qualify

Inpatient Hospital 6,771

Outpatient Hospital 50,422
Laboratory and Radiology 8,816

Skilled Nursing Homes 2,568

Physicians’ Services 131,297
Prescribed Drugs 246,222

Home Health 597
Health Screening 4,664
Other Medical Services 344

451,701

for Medicaid. For this reason, some physi-

cians support the concept of a “Medically

Needy” program in Delaware. Such a pro-

gram would provide medical assistance to per-

sons who are medically needy but who may
not qualify for a money grant in another cate-

gory of public assistance.

Although payments were recently increased,

from 53% to 80% of the 1968 Standard of

Living, data developed by the Division of

Social Service of the State of Delaware, the

main reason Delaware has not developed a

medically needy program is the low payment
level for Aid to Families with Dependent

Children in Delaware. (Table III) By Federal

statute, a Medically Needy Program must
provide medical care support to families with

income less than 133% of the payment level

in AFDC for that family size. The Federal

TABLE III

Family Size

Delaware’s

Monthly AFDC
Standard

Delaware’s

Maximum Monthly AFDC
Payment Level

80% Standard

Maximum Monthly
Income to Qualify for

Medically Needy—
133% of Payment Level

1 $130 $104 $138
2 $181 $145 $193
3 $245 $196 $261
4 $287 $230 $306
5 $355 $284 $378
6 $405 $324 $431
7 $455 $364 $484
8 $505 $404 $537
9 $555 $444 $591

10 $605 $484 $644
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TABLE IV

Family Size

Delaware’s

Monthly AFDC
Standard

Delaware’s
Maximum Monthly AFDC

Payment Level

At 1 00% Standard

Maximum Monthly
Income to Qualify for

Medically Needy —
133% of Payment Level

1 $130 $130 $173
2 $181 $181 $241
3 $245 $245 $326
4 $287 $287 $382
5 $355 $355 $472
6 $405 $405 $539
7 $455 $455 $605
8 $505 $505 $672
9 $555 $555 $738
10 $605 $605 $805

Government deliberately developed eligibility

criteria for a Medically Needy Program based

on 133% of AFDC Grants to encourage the

Southern states and Delaware to raise their

AFDC grant payment levels, which are among
the lowest in the nation. To date this strata-

gem has not worked.

Delaware now ranks 25th out of 50 states in

level of AFDC payment. (Before July 1974 it

was 40th. The ten states below us were all

members of the Confederacy during the Civil

War.) Recent estimates of the cost of raising

payments to 100% of estimated 1968 need

put the expense at $2,750,000 a year in state

funds above current expenditures of about

$9,000,000. If Delaware were to pay 100%
of the standard of need in AFDC and estab-

lish a medically needy program, financial eligi-

bility would be based on an available income

shown in the last column of Table IV.

A family of four with income of less than

$382 would qualify for medical care. (See

Table IV.) Many new families would be eligi-

ble and the cost for such a program would
be very high. Conservative estimates are that

as many as 50% more people would be eligible

for medical care, the majority families with

children.

Physician Participation in Medicaid

There are physicians who do not participate

in the Medicaid program and refer patients to

the various outpatient clinics. This may be

due to the differential in payments by Medi-

caid and other plans such as Blue Shield.

The payment level for physicians’ services

to Blue Shield subscribers is based on the

physicians’ filed fees. For example, by Octo-

ber, 1973, participating physicians had sub-

mitted schedules of fees for various services

rendered. These filed fees are used during

calendar year 1974. The physician is per-

mitted to file new fees anytime during Calen-

dar 1974. Blue Shield payments based on the

new fees take effect on the first day of the

month three months after the filing.* Blue

Shield will pay the physician his filed fee or

the fee at the 90th percentile, whichever is

less.

A hypothetical list of twenty doctors and

their filed fees for an office visit is shown in

Table V. In this table ninety percent of the

physicians filing fees for an office visit charge

$9.00 or less. Thus, $9.00 is the maximum
payment by Blue Shield for an office visit.

Doctors No. 1 through No. 18 will receive

their filed fee. Doctors No. 19 and No. 20

will receive $9.00 for an office visit.

Currently there are 689 licensed physicians

in the State of Delaware. Of these, 668 par-

ticipate in the Blue Shield program, one of

the highest participating percentages in the

*Editor’s Note: During the period from April 1974 through De-
cember 1974 certain provisions of Blue Shield’s Participating
Physician’s Contract have been waived.
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TABLE V

Physiciains

Filed Fee for

an Office Visit

Dr. No. 1 $ 5.00

Dr. No. 2 5.00

Dr. No. 3 5.00

Dr. No. 4 6.00

Dr. No. 5 6.00

Dr. No. 6 6.00

Dr. No. 7 6.00

Dr. No. 8 7.00

Dr. No. 9 7.00
Dr. No. 10 8.00

Dr. No. 1

1

8.00

Dr. No. 12 8.00

Dr. No. 13 9.00
Dr. No. 14 9.00
Dr. No. 15 9.00
Dr. No. 16 9.00
Dr. No. 17 9.00
Dr. No. 18 90th percentile 9.00
Dr. No. 19 10.00
Dr. No. 20 12.00

country. There are doctors who have as few

as five fees filed with Blue Shield and those

who have as many as 200 filed. General prac-

titioners and general surgeons tend to have

more filed fees while specialists have fewer.

The 668 physicians as a group have approxi-

mately 15,000 fees filed with Blue Shield.

Medicaid, however, pays physicians based

on customary charges at the 75th percentile.

The customary charges used for Fiscal 1974

(July 1, 1973-June 30, 1974) were determined

during Calendar 1972 (January 1, 1972-De-

cember 31, 1972). The customary charges

for Medicaid are not always the same as the

filed fees used by Blue Shield. The filed fees

are far more current and can be updated with-

in three months. The customary charges are

often as much as 15 months old.

If the filed fees for Blue Shield in the pre-

vious example reflected a $1.00 increase over

the customary charges used for Medicaid, the

disparity between the programs becomes more
apparent. (Table VI)

The payment to a physician by Blue Shield

would be the doctor’s filed fee up to $9.00,

while the payment for the Medicaid patient

TABLE VI

Payment Rates in Effect, April, 1974 (EXAMPLE ONLY)

BLUE SHIELD

Filed fees for an office visit—
filed October, 1973

MEDICAID
Customary charge for an office

visit established during

Calendar 1972

Dr. No. 1 $ 5.00
Dr. No. 2 5.00
Dr. No. 3 5.00
Dr. No. 4 6.00
Dr. No. 5 6.00
Dr. No. 6 6.00
Dr. No. 7 6.00
Dr. No. 8 7.00
Dr. No. 9 7.00
Dr. No. 10 8.00
Dr. No. 11 8.00
Dr. No. 12 8.00
Dr. No. 13 9.00
Dr. No. 14 9.00
Dr. No. 15 9.00
Dr. No. 16 9.00
Dr. No. 17 9.00
Dr. No. 18 9.00
Dr. No. 19 10.00
Dr. No. 20 12.00

October, 1974

$ 4.00

4.00

4.00

5.00

5.00

5.00

5.00

6.00

6.00

6.00

6.00

6.00

6.00

6.00

6.00 75th percentile

8.00

8.00

90th percentile 9.00

9.00

10.00
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TABLE VII

Average Monthly

Program Medicaid Cost

Aid to the Disabled $59.70

Aid to the Blind $28.22

AFDC Adult $19.20

Old Age Assistance $15.27

AFDC Child $ 6.31

Each Public Assistance Recipient,

regardless of category $12.77

would be the physician’s customary charge up

to $6.00.

When a physician contracts with Blue

Shield to participate in its plan, he agrees to

bill Blue Shield for services, and, depending

on the particular contract, to accept pay-

ment based on the 90th percentile without

billing the patient for any excess. The phy-

sician who elects not to participate must bill

the patient directly; the Blue Shield payment

(up to the 90th percentile) goes to the pa-

tient.

Under the Medicaid program the partici-

pating physician follows the same procedure

as in the Blue Shield plan, with the exception

that payment is based on the customary

charges at the 75th percentile. However, the

non-participating physician’s bills for Medi-

caid claims cannot be accepted since Medi-

caid payments can be made only to providers,

not patients.

It is important to note that if it were not

for the Medicaid program, it is very likely

physicians would not receive any payment
from welfare patients, because of their inabil-

ity to pay. In addition, welfare recipients

who are in need of medical care might not

seek it, knowing they could not pay. In ef-

fect, Medicaid guarantees 75th percentile pay-

ment to the physician for needy individuals.

In Fiscal 1973, monthly Medicaid costs per

recipient averaged from $6.31 to $59.70.

(Table VII)

Aid to the Disabled

Although Aid to the Disabled recipients ac-

count for only 5.8% of all public assistance

recipients eligible for Medicaid, they account

for almost one quarter of the cost of the Medi-

caid Program. (Figure II) Delaware does not

differ appreciably from the national pattern

for those receiving Aid to the Disabled. The
average applicant is in his late 40’s or early

50’s and has less than a high school education.

The leading diagnosis which qualifies the

recipient for Aid to the Disabled is disease of

the heart or circulatory system. This is fol-

lowed by arthritis, mental retardation or men-

tal illness, carcinoma, and emphysema. Often,

a combination of these ailments is present.

There are relatively few Aid to the Disabled

recipients who are amputees, or who are ac-

cident victims. However, the latter group

tends to be younger and remain on assistance

longer.

Many of the Aid to the Disabled recipients,

because of limited education, were previously

accustomed to heavy physical labor. Because

of the nature of their work many have ag-

gravated existing physical conditions, thus

shortening their working careers, and most

are not trained for anything but heavy labor.

Improvements

The Medicaid Program in Delaware has

grown rapidly since its inception. There are

still many improvements which can be con-

sidered.

First, provision should be made to include

dental care and eye care for all adults, as well

as for children. Currently, these services are

available only to children, largely at State

Service Center clinics. A major problem in

providing dental care is the establishment of

a fee schedule agreeable to all dentists.

Second, combining Medicare and Medicaid

programs under one Medical Program would

be superior to the currently separate pro-

grams. For example, the Medicare Program

has deductibles and co-insurance, but provides

coverage for prostheses and appliances. On
the other hand, the Medicaid Program has no

deductibles or co-insurance, but does provide

prescription medications. Deductibles and co-
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FIGURE II
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insurance are difficult to administer, are costly,

and do not necessarily reduce over-utilization.

A combined Medical Program could provide

additional coverage and eliminate the deduc-

tibles and co-insurance. Eligibility and con-

trol of the program would be handled by the

State and Federal governments, while ad-

ministration and processing of claims could

be maintained by organizations such as Blue

Cross and Blue Shield of Delaware, Inc.

Third, free or subsidized medical care

should be available to a larger segment of our

population. This could be accomplished

through the establishment of a Medically

Needy Program in Delaware. This would be

an expensive undertaking and would require

the support of all Delawareans.

Our generation is faced with an awesome re-

sponsibility because we are not merely the

beneficiaries of the health care research of

our fathers, but we are also the pioneers of

the health care research for our children.
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CONFRATERNITY

The medical profession has always had a

particular solicitude for the health and wel-

fare of its members, it being a tenet that no

physician or his family should ever go with-

out necessary medical care because of financial

stringency.

In many parts of the country these princi-

ples and sentiments have been given practical

implementation through the organization of

confraternity committees. A confraternity

committee usually operates on the county so-

ciety level, and what it does is to organize a

system of activities to aid distressed physi-

cians and their families, or the widows and

families of deceased physicians.

There are several areas in which organiza-

tion can be effective to carry out this purpose.

One is the coverage of a physician’s office while

he is temporarily incapacitated because of ill-

ness or accident. Teams of physicians will

man his office, usually on a rotating basis, a

reasonable number of hours per week so that

his patients do not drift elsewhere, perhaps

never to return, while he is incapacitated.

Another area is that of the physician who
by reason of age, infirmity, or illness is not

able to carry on his practice but will not give

up. In some cases senility, or mental or emo-

tional problems may cause such a physician

to be actually dangerous to his patients. Stub-

born insistence on carrying on may be symp-
tomatic of the problem or, in varying propor-

tions, may be the result of ordinary pride or

financial need. The drastic measure of license

withdrawal ought not to be considered in most

of these cases, yet is in the background if all

else fails.

The widow and children of a deceased phy-

sician are particular objects of concern. Most
local medical societies have condolence com-

mittees which send flowers, sympathy cards,

etc. to the bereaved. This is fine. But an ac-

tively functioning confraternity committee

can render additional and more practical help

to the survivors.

The problem here relates principally to the

physician who dies while still in the active

phase of his career. Even if he has done ade-

quate estate planning (something we are not

entitled to assume), there are some practical

problems peculiar to the medical profession

which are not necessarily covered by ordinary

estate management. The confraternity com-

mittee can have available machinery to coun-

sel the widow on such matters as what to do

with office records, how to dispose of office

equipment advantageously.

The “confraternity committee” idea is

catching on in Delaware. As this goes to press

the subject is on the agenda of the House of

Delegates Annual Meeting scheduled for Fri-

day, October 25.
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^etterd to tke Editor
To the Editor:

On the 5th of October, 1974, Lewis B. Flinn

notified his patients that he was closing his

office after fifty years in the active practice of

medicine. The graciously worded announce-

ment that this exceptional physician is em-

barking on a new career teaching in the Wil-

mington Medical Center Outpatient Depart-

ment served notice that his private patients’

loss would be the community’s gain.

During his fifty years of practice, Lewis

Flinn has done more to upgrade the quality

of medicine in Delaware than any other in-

dividual in the history of the State.

Those of us fortunate enough to be in train-

ing when he was Chief of Medicine at the

Delaware and Memorial Hospitals, recognize

him as an astute clinician, demanding teacher,

and compassionate friend. While it is true

that his austere presence at noontime rounds

on Monday, Wednesday, and Friday necessi-

tated posting Audrey Lynn at the solarium

window on the fifth floor to sound the alarm

when the formidable green Pontiac appeared

in the Delaware Hospital parking lot, it is

also true that our problems became his prob-

lems.

I am certain that all of his former students

and current colleagues join me in wishing him
Godspeed in his new career.

William J. Holloway, M.D.

£ & &

To the Editor:

The dilemma of “whither Wilmington Medi-
cal Center” in its building program derives,

for the most part, from the circuitous, if not
devious, method improvised to fund medical

care for the indigent in this state. Dela-

wareans, in concert with all Americans, agree

that indigency must be no obstacle to quality

medical and hospital care. Our Legislature,

always followers rather than leaders, sound-
ingly agree (in speeches and in legislative pre-

ambles but not in funding).

As a result, the burden of financing four-

five million dollars’ worth of care for the medi-

cally indigent has been thrown upon non-

governmental, private and semi-private health

agencies.

The following, in sketchy outline, is a de-

scription of the Rube Goldberg financial struc-

ture conjured up to provide medical care for

those who are unable to pay. All Delaware

hospitals are involved but the Wilmington

Medical Center will be used as an example

since it provides the lion’s share of indigent

patient care in the state.

1. The hospital provides the care to any-

one who comes through the doors by any

mode of access. To do otherwise is to court a

law suit. It totes up the cost and, euphoni-

ously and erroneously, declares that four to

five million dollars’ worth of “free” care has

been given. Of course, nothing is free; the

lab services, medications, nursing skills, etc.

provided to the non-paying patient are just

as costly as those for the paying patient.

2. During the annual rate negotiations with

Blue Cross, the WMC opens its books, demon-
strates the deficit, and insists that increased

charges for room rates are necessary if bank-

ruptcy is to be avoided. This is a major

method of increasing income by external sub-

sidization. It also demands increased fees for

specific services which are traditionally profit-

able in order to neutralize deficits for its

losses, such as $24.00 per clinic visit. This

procedure scholars call “internal subsidiza-

tion.”

3. The Blue Cross yields very reluctantly

to the force of economic reality and agrees to

the increase — if the Wilmington Medical

Center will throw its substantial income from

endowment into the pot and subtract that

sum from its demonstrated deficit cost of in-

digent care (more on this later).

4. Blue Cross then has no alternative but

to increase premium charges to subscribers.

Since Blue Cross covers a very large propor-

tion of the population of Delaware (about
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80%), in effect it becomes the unofficial tax-

ing agency which funds indigent medical care

in the state.

The politicians of Dover, aping their more

sophisticated but no less cowardly counter-

parts in Washington, voice deep concern about

escalating hospital costs and Blue Cross pre-

mium charges, and introduce bills to control

these costs, costs which, in large part, result

from their neglect and economic stupidity. A
prominent spokesman in this Catch-22 cha-

rade has been the insurance commissioner

himself. If he is unaware of what’s going on,

he is guilty of ignorance; otherwise he is guilty

of duplicity.

There are almost infinitive ramifications of

this financial architectural monstrosity.

The Wilmington Medical Center, in order to

remain solvent, has gotten into many areas of

health and medical care which can be done

more efficiently and economically under other

auspices. Secondly, because it requires pay-

ing patient revenue to offset its “free care’

deficit, it must fear competition. Despite 20

years of clamor and demonstrated need there

is still no community hospital for the Newark

area, non-profit or proprietary. Though it

cannot be proven, it must be suspected that

this relentless need for revenue by the Wil-

mington Medical Center to fund its truly

charitable activities has been given consider-

able weight by the designated health planning

agencies—a rational approach but obviously

a perversion of their declared mission. When
the proposal to build a proprietary hospital in

Brandywine Hundred was blocked, the stated

reasons given verify the allegations made thus

far, ie, the creaming off of revenue and per-

sonnel from the Wilmington Medical Center.

There is no official of the Wilmington Medi-

cal Center to whom I have spoken who would

not be delighted to be relieved of his concern

of who built what where if the Wilmington

Medical Center were fully reimbursed for in-

digent care deficits. Only then would many
of the complexities fall into place logically.

The Wilmington Medical Center really has

only one dominant mission, to be the one

major referral and training center for 2° and
3° care for the entire state. Getting out of

the rut of being a supermarket or smorgasbord

for any health or medical service which turns

a profit would enable it to become leaner,

tougher, more efficient in performing its key

role. Concentrating on quality care for the

sickest rather than volume business for all, it

could perform more efficiently and, vis-a-vis

the type of cases it would handle, more eco-

nomically. It is one of the most richly en-

dowed hospitals in the world. Unfortunately,

this endowment, bequeathed to fund improve-

ment in quality of care and sophistication of

program, is now being commandeered to fund

indigent care. Advanced programs to im-

prove hospital care for Delawareans therefore

die aborning of financial malnutrition.

Since a population base of 500,000 Dela-

wareans, plus the catchment areas of adjacent

New Jersey, Maryland, and Pennsylvania can

only sustain one major referral and 3° care

hospital, the question of where to spend con-

struction dollars is obvious; the Wilmington

Medical Center should stay where it is since

much of the building is done. (In fact, most

of it is done if a moratorium could be obtained

on much of the outrageously stupid hospital

specifications dictated by Federal fiat, but

that’s another editorial.)

In a state which admittedly cannot pay its

teachers a living wage, or provide teaching

materials to our children, whose Home and
Hospital for the Aged is inadequate to meet
the demands in staff and space, whose mental

hospital is a scandal, whose prison system is

a disgrace, there is reason to challenge the

order of priorities which would commit poten-

tially $100 million dollars to hospital con-

struction. But if this order of priority is cor-

rect, there are many who would contend that

public financing of medical care should be

programmed to improve the quality and avail-

ability of medical care throughout the state

rather than to erect a two-headed monster of

a medical mecca in northern New Castle

County.

Hospital construction dollars could be spent
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at Newark and perhaps, if the need arises

within the next 10-20 years, in the Middle-

town area or elsewhere. Newark needs what

Milford, Lewes, Seaford, and Dover already

have: fine all-service general hospitals to serve

the needs of the local community. If New-

ark did not fall in the shade of the banyon

tree, it probably would have had this long ago.

In this Watergate era of public frustration

and rage, it appears that it is the duty of

every physician and knowledgeable hospital

administrator to get these facts out in the

open for all the people to see. After that it

is up to them.

The citizens of Delaware might well be

more insistent if they realized that not only

would they receive more uniform and superior

medical care, they would also save money.

Delaware is 38th among the states in Federal

dollars coming in for medical purposes. The
Federal Medicaid law matches state expendi-

tures dollar for dollar. Our Legislature has

passed a niggardly law which includes little

more than those people covered in the Aid to

Families with Dependent Children category;

40% of medically indigent hospital patients

are not covered by any Federal Medicare or

State Medicaid statute. Therefore, to over-

simplify, every dollar Delawareans channeled

for indigent care via a State Medicaid statute

would save them $2 in Blue Cross premiums.

Moreover, dollars spent for State taxes is tax

deductible; those spent for Blue Cross pre-

miums are not. Also, the concept that any

business provides “free Blue Cross coverage”

to its employees is a delusion. The employer

must compute the premium as a cost of doing

business, and the consumer pays for it when
he buys the employer’s product in the market
place.

Vi

<
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HENRY V. P. WILSON, M.D.

Dr. Henry Wilson of Dover died July 7,

1974, at the age of 76 of a heart attack. He
will be sincerely missed by associates and pa-

A financial over-haul is long overdue. Given

the will, an informed and determined public

can get better hospital care at lower cost.

Harold S. Rafal, M.D.

Vi Vi Vi

To the Editor:

Cases of primary and secondary syphilis re-

ported to the US Department of Health, Edu-

cation and Welfare in July showed an increase

of 10.5%. Syphilis of less than one year’s

duration increased by 16.3% for the same

month.

A similar rise in cases of infectious syphilis

has been noted in Delaware over the past sev-

eral months. Even though most cases have

been reported, there unfortunately has been

significant delay before the diagnosis of many
of the cases has been relayed to the Division

of Public Health. Effective epidemiology is

dependent not only upon complete reporting

of infectious cases, but also upon prompt ac-

tion as soon as the diagnosis is established

with exhibition of proper treatment for each

patient and for all others possibly infected by

him.

Current recommendations for VD control

will be presented in a day-long seminar to be

held at the Delaware Academy of Medicine

on Tuesday, November 19th. The program

has been approved for six and one-half hours

of credit for continuing education both by the

American Academy of Family Physicians and
by the American Medical Association.

Winder L. Porter, M.D.

Editor’s Note: See In Brief, page 532, for more complete de-

tails.

Vi Vi

tients in the Dover area who considered him

a skilled surgeon and humanitarian.

He graduated from Johns Hopkins Uni-

versity School of Medicine in 1923. Entering
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the practice of surgery in Dover in 1927, he

soon became chief of the surgical service at

Kent General Hospital, where he served dur-

ing the next 41 years of practice.

In the words of a colleague and close friend,

Dr. Franklin R. Everett of Dover, “Dr. Wilson

was a complete physician, giving the fullest

of his medical skills, concern, and empathy

equally to all. He inspired the young physi-

cians and gave much to increasing their skill

to the ultimate benefit of their patients.”

Dr. Wilson had been a member of the

American College of Surgeons, the Kent

County Medical Society, the Medical Society

of Delaware, and the American Medical As-

sociation.

He was active in community affairs and fol-

lowed State legislation involving medical mat-

ters. His extracurricular interests included

baseball, having been an avid supporter of the

Dover team when there was an Eastern Shore

baseball league.

Surviving him are his wife, Jessie C. Wil-

son; and a son, Dr. Henry V. P. Wilson, III,

of Charlotte, North Carolina.

Robert L. Wuertz, M.D.

% %

RAYMOND BURTON MOORE, M.D.

The death of Dr. Raymond Moore July 2,

1974, marked the passing of a great teacher

who left his imprint upon the minds of future

doctors at Jefferson Medical College and later

at the Wilmington Medical Center.

A native of Delaware, having been born

March 9, 1895, in Lewes, he moved to Wil-

mington as a child. Graduating from the Uni-

versity of Pennsylvania in 1918, he then

served two years in the Army in World War
I. Returning to civilian life, he attended the

University of Pennsylvania Medical School,

graduating in 1923 and then interning at the

Delaware Hospital. Starting in 1924, the next

four years were spent in surgical residency at

Lankenau Hospital under the eminent sur-

geon, Dr. John B. Deaver.

Dr. Moore then joined the faculty of Jeffer-

son Medical College, where, over the next 42

years, he taught clinical surgery and surgical

anatomy to more than 1,000 surgical residents

and basic anatomy to upwards of 20,000 medi-

cal students. In addition, Dr. Moore taught

postgraduate courses to dozens of physicians,

including many Wilmington surgeons, in prep-

aration for their examinations before the

American Board of Surgery.

During his 42 years at Jefferson, he lived in

Wilmington, so, when he retired in 1966, it

was natural for him to accept a post on the

teaching staff of the Wilmington Medical Cen-

ter teaching surgical anatomy to the interns

and residents in surgery, urology, oral sur-

gery, and obstetrics-gynecology. His many
former students in Delaware and elsewhere

will attest to the superb and colorful quality

of his lectures and discussions. Twice his

medical students at Jefferson paid him the

honor of dedicating their yearbook to him.

A similar tribute was offered by the Wilming-

ton Medical Center’s Interns and Residents

Alumni Association in 1966 “for outstanding

surgical teaching.”

Dr. Moore enjoyed sports and especially

ballroom dancing, in later years becoming a

life member of the Arthur Murray Studios,

accumulating numerous gold medals in danc-

ing.

He was a member of the Faculty Club at

Jefferson Medical College, the Delaware

Academy of Medicine, the New Castle County
Medical Society, the Medical Society of Del-

aware, and the American Medical Association.

He is survived by his wife, Mrs. Anne Cath-

erine Moore; a daughter, Mrs. Phyllis Curren

of Wilmington; and a brother, Anthony Moore
of Rehoboth Beach.

Robert L. Wuertz, M.D.
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Allan W. Kehrt

This page is the first in what is hoped will

be a series published monthly in the Delaware

Medical Journal dealing with the subject of

cancer care in Delaware. The purpose of this

first report is to tell you about three National

Cancer Institute programs presently in opera-

tion. The Wilmington Medical Center is cur-

rently funded by the National Cancer Insti-

tute for three separate projects (a grant and
two contracts) related to the Delaware Re-
gional Cancer Network. They are:

• Exploratory Studies— Pilot Cancer Re-

search and Management Network (a Na-
tional Cancer Institute Planning Grant)

• Demonstration Project on the Early De-

tection of Breast Cancer (a National

Cancer Institute Contract)

• A Prototype Network Demonstration

Project in Breast Cancer (a Natioal Can-

cer Institute Contract)

The first of these, a National Cancer Insti-

tute Planning Grant, was awarded to the Wil-

mington Medical Center in March of 1973 and
funded in June, 1973. This Grant supplied a

total of $111,425 to the Wilmington Medical

Center to develop within the State of Dela-

ware a cancer research and management net-

work in the form of an association of hospitals,

agencies, institutions, organizations, and in-

dividuals dedicated to the common purpose of

achieving the best care for cancer patients in

Delaware and the surrounding region. After

a year of planning, the funds were supple-

Mr. Kehrt is administrator of the Wilmington Medical Center
National Cancer Institute Planning Grant.

mented by an additional $44,900 of federal

money to continue the development of this

Network.

Throughout the planning effort and while

the development process of the Delaware Re-

gional Cancer Network continues, the follow-

ing objectives are being pursued:

• Earlier cancer detection and treatment

• Application of best treatment in every

doctor’s office and in every hospital

• Agreement among physicians as to the

best standards of detection, diagnosis,

staging, treatment, follow-up, rehabilita-

tion, and continuing care (cancer man-
agement systems development)

• Widest possible dissemination of inform-

ation about cancer to physicians, hospital

personnel, nurses, paramedicals, and the

general public

• Maximum utilization throughout the

State and the region of best facilities lo-

cally and in specialized centers of out-

patient and inpatient care of the cancer

patient

• Maintenance of a state-wide and regional

uniform current data system through the

use of existing Cancer Coordinators in the

Delaware hospitals and by increased use

of the already computerized state-wide

Tumor Registry

• Evaluation of results of early diagnosis

and application of cancer management
systems to patients in terms of numbers

This page is sponsored by the Cancer Coordination Office funded through an NCI Planning Grant.
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of patients screened, treated, surviving,

and cured

• Development of clinical and basic re-

search programs within the capabilities

of the participants

The Delaware Regional Cancer Network

has now reached the stage in its development

where in order to continue to grow, a full-

time staff is necessary. To provide for this

staffing, a 1975 Planning Grant has been sub-

mitted to the National Cancer Institute which,

if funded, will provide $131,068 for the initial

support of a Network Director and his staff.

The second project, a National Cancer In-

stitute Contract, established a Breast Cancer

Screening Project within the General Division

of the Wilmington Medical Center. The con-

tract provided approximately $200,000 for the

first year and will be budgeted at about $150,-

000 for each of the succeeding four years of

the five-year contract. The project is co-

sponsored and co-funded by the American

Cancer Society. The project has established

a facility capable of screening 5,000 women
the first year, 5,000 new women the second

year while rescreening the original 5,000. The

project will thus screen 10,000 women for each

of the succeeding four years. The study fo-

cuses on methods of early detection which are

essential to reduce breast cancer mortality

rate. Included in the screening process is a

detailed medical history and a thermographic,

mammographic, and physicial examination.

Results of this screening clinic to date have

been very dramatic, indicating that this ap-

proach may be one answer to reducing the

mortality of breast cancer.

The third project, a National Cancer Insti-

tute Contract, is designed to form a compre-

hensive network within the region to mobilize

all applicable resources in the fight against

breast cancer. The project will entail the de-

velopment of voluntary breast cancer man-
agement systems using the most up-to-date

methods available. Nurse coordinators work-

ing under this contract and under the direc-

tion of qualified physicians will solicit informa-

tion from the medical population of the state

to aid in the development of these manage-

ment systems, and also will disseminate infor-

mation concerning the disease. Cancer coor-

dinators (physicians) located within the par-

ticipating hospitals will form the focal point of

information for their institution concerning

breast cancer. Simultaneously with the de-

velopment and implementation of these man-

agement systems an evaluation system will be

devised to provide an accurate analysis of the

effectiveness of the program. This contract

will be funded for approximately $200,000 a

year for the next three years.

The National Cancer Institute has thus far

been very supportive of the programs that

have been developing within Delaware. These

three projects comprise an aggregate income

to cancer care in Delaware of approximately

$1,500,000. All indications are that the en-

thusiasm of the participants in these various

projects will continue to make this program

grow.

Baynard Optical

Company

Prescription Opticians

We Specialize in Making
Spectacles and Lenses

According to Eye Physicians’

Prescriptions

3411 Silverside Rd. 1003 Delaware Ave.

CONCORD PLAZA MEDICAL CENTER

2323 Pennsylvania Avenue

Wilmington, Delaware
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Speakers on

“Ask the Doctor”

Speakers for November, 1974 on the Tuesday radio program (11:05 a.m.,

WDEL) produced by the Medical Society of Delaware are: November 5,

David J. King, M.D., Cerebral Palsy; November 12, Arlo J. Courter, M.D.,

Asthma; November 19, Robert B. Brereton, M.D., Diabetes; November

26, Dene T. Walters, M.D., The Wilmington Medical Center Family Prac-

tice Program.

“A Doctor’s

Opinion”

Participants for November, 1974 on the Thursday afternoon television

program (5:00 p.m., Channel 5) produced in cooperation with the Medi-

cal Society of Delaware are: November 7, Harold S. Rafal, M.D., Gall-

stones; November 14, Forrest G. Hawkins, M.D., Current Immunization

Practices; November 21, R. Walter Powell, M.D., Diabetes.

Allergy Society Physicians interested in the formation of a group interested in allergy

and immunology please contact Richard F. Brams, M.D., 1401 Pennsyl-

vania Avenue, Wilmington, 655-4471.

Music and
Sculpture

“Happening”

Dick Durham is continuing in the traditions of his late father, J. Richard

Durham, M.D., as a pianist. An unique program of sculpture and music

was presented last month at Wesley College. The program received good

reviews, with praise for Dick as a talented musician.

Sussex County
Medical Society

The following officers were elected at the September 26 meeting of the

Sussex County Medical Society: Thomas E. Dyer, M.D., President; Anis

Saliba, M.D., Vice President; Harvey E. Mast, M.D., Secretary-Treasurer.

In the News William D. Shellenberger, M.D., Wilmington, chaired the Reference Com-
mittee on Health Care Services at the American Academy of Family Phy-

sicians Annual Scientific Assembly meeting in Los Angeles, October 14-

17, 1974.

Recent gubernatorial appointments are: John A. J. Forest, Jr., M.D. to

the Council on Mental Retardation; Rafael A. Zaragoza, M.D. to the

Council on Public Health; J. Robert Fox, M.D. to the Advisory Council

on Hearing Aids; Allan R. Cruchley, M.D. to the Delaware State Board

of Examiners for Nursing Home Administrators; and Joseph B. Ahlschier

to the Delaware Comprehensive Health Planning Council.

NIH Study The cooperation of physicians is requested in the referral of patients with

suspicious lesions or proven breast cancer for studies now in progress at

the Clinical Center, National Institutes of Health in Bethesda, Maryland.

These studies are being conducted by the National Cancer Institute’s

Medical Breast Cancer Service and Surgical Breast Oncology Section. It

is desirable to receive referrals prior to definitive surgery in order to evalu-

ate diagnostic techniques, estrogen binding protein status of the tumor,

pathological characteristics of the tumor, and tumor markers. In the event

this is not possible, postoperative patients will be considered for adjuvant

chemotherapy studies. It is anticipated that adjuvant immunotherapy
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Venereal Disease

Symposium

Arthritis Forums

American College

of Physicians

Preceptorships for

Practicing Physicians

will soon be utilized as well. Postoperative patients meeting the following

criteria will be considered: (1) less than 65 years of age; (2) primary

breast lesions of any size but without fixation to the chest wall or involve- i

ment of the skin; (3) before or after performance of a radical or modified

radical mastectomy; (4) demonstration of at least one histopathologically

positive axillary node, if patient is postoperative; and, (5) no evidence

of disease outside of the breast and axillary contents. All operative re-

ports, pathology reports, blocks, and slides must be forwarded with the

patient for review. Physicians interested in having their patients con-

sidered for admission may write or telephone: Douglass C. Tormey, M.D.,

Ph.D., Chief, Medical Breast Cancer Service, National Cancer Institute

Clinical Center, Room 6B-02, Bethesda, Maryland 20014. (301) 496-1547.

An all-day Venereal Disease Symposium will be held November 19 at the Delaware

Academy of Medicine Building. The program will be sponsored by the Medical

Society of Delaware, the Delaware Division of Public Health, and the Preventive

Medicine Section, Department of Medicine, Wilmington Medical Center. Speakers

of national and local renown will participate in the program. Pre-registration for

lunch is required.

Two free public forums on “The Management of Arthritis” are being held by the

Arthritis Foundation: November 20, 8:00 p.m., at the Academy of Medicine Build-

ing, Wilmington, and November 21, 8:00 p.m., at Benson Hall, Calvary United

Methodist Church, 301-5 S.E. Front Street, Milford. Jerry Walsh, nationally known
arthritic of Chapter Services of The Arthritis Foundation, will be the speaker.

Panels of professional people will answer questions directed to their particular field

of interest in work with arthritics.

Specialists in internal medicine and related medical fields will hold a three-day

scientific meeting, November 1-3, 1974, at the Hershey Hotel, Hershey, Pennsyl-

vania. For information contact: Francis J. Sweeney, Jr., M.D., Thomas Jefferson

University Hospital, 11th and Walnut Streets, Philadelphia, Pennsylvania 19107.

The Medical College of Pennsylvania announces a continuing education program.

This program is offered in an effort to help meet individual continuing medical

education needs. Individually arranged, this program is designed to give both the

general practitioner and the specialist the opportunity to update present skills and

learn new patient care techniques. Programs are available in Anesthesiology,

Medicine, Surgery, Neurology, Ob-Gyn, Pathology, Pediatrics, Psychiatry, and

Radiology. For further information contact: Gerald H. Escovitz, M.D., Associate

Dean, The Medical College of Pennsylvania, (215) 842-7188.
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According to her major

nptoms, she is a psychoneu-

tic patient with severe

xiety. But according to the

scription she gives of her

: dings, part of the problem

ay sound like depression,

lis is because her problem,

hough primarily one of ex-

ssive anxiety, is often accom-
inied by depressive symptom-
ology. Valium (diazepam)

n provide relief for both—as
e excessive anxiety is re-

ived, the depressive symp-
ms associated with it are also

ten relieved.

There are other advan-

ges in using Valium for the

anagement of psychoneu-
)tic anxiety with secondary

ipressive symptoms: the

sychotherapeutic effect of

alium is pronounced and
ipid. This means that im-

rovement is usually apparent
i the patient within a few
ays rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-

neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

For further information

on this subject, the following

references are provided:
1. Henry BW, et al: Dis Nerv

Syst 50:675-679, Oct 1969.

2. Hollister LE, et al: Arch Gen
Psychiatry 24:273-278, Mar 1971.

3. Claghorn J: Psychosomatics
57:438-441, Sept-Oct 1970.

Valium*
(diazepam)
2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

urveillance because of their predisposi-
on to habituation and dependence. In

regnancy, lactation or women of child-

earing age, weigh potential benefit
gainst possible hazard.

'recautions: If combined with other psy-
hotropics or anticonvulsants, consider
arefully pharmacology of agents em-
’loyed; drugs such as phenothiazines,
narcotics, barbiturates, MAO inhibitors
nd other antidepressants may potentiate
ts action. Usual precautions indicated in

>atients severely depressed, or with latent
iepression, or with suicidal tendencies.

Observe usual precautions in impaired
renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,

fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,
incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug, iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110
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CRISIS— REAL OR IMAGINED

The last several years have brought us one exciting news story after

another. It has been a thrilling period but a hectic period and seldom, if

ever, would one hear of a review of the day’s news without mention of one

crisis or another. This has been an era of crisis.

One of these crises, that of the health delivery system, involves us

directly. When I first began the practice of medicine, we were faced with

this crisis, and today, quite a few years later, we still hear talk of crisis.

Strange that a crisis should last so long!

Today as before, we hear that unless we act quickly to “clean our own
house,” the government will be forced to step in, nationalize the industry,

and set everything in order. Unfortunately, physicians and their patients

will have to give up another measure of their freedom in the process, but it

will be shown that this freedom was abused, and, in any case, the “crisis”

we face will justify the restriction of freedom.

As an example, legislation currently before Congress proposed that phy-

sicians entering practice would be told where they are to practice and thus,

in effect, where they shall live. This flagrant abrogation of a fundamental

freedom is “justified” by the “crisis of maldistribution of medical man-

The next few years threaten to be even more challenging than the last.

Economic and social pressures are building in this country and indeed in the

world. We must take care that our response is appropriate and measured.

Above all, let us not be tricked into surrendering our freedom because of

any crisis—real or imagined.

power.
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Fall and winter coughs are back. Time to

help clear the lower respiratory tract with

the five Robitussins and Cough Calmers.
All contain glyceryl guaiacolate, the effi-

cient expectorant that works systemically

to help increase the output of lower respira-

tory tract fluid. The enhanced flow of less

viscid secretions soothes the tracheo-

bronchial mucosa, promotes ciliary action,

and makes thick, inspissated mucus less

viscid and easier to raise. Available on
your prescription or recommendation.

For unproductive coughs

ROBITUSSIN®
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Alcohol, 3.5%

For severe coughs

ROBITUSSIN A-C®3
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.

Codeine phosphate 10.0 mg.

(warning: may be habit forming)
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Non-narcotic for 6-8 hr. cough control

ROBITUSSIN-DM®
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Glyceryl guaiacolate 100 mg.

Dextromethorphan hydrobromide 15 mg.

Alcohol, 1 .4%

Robitussin-DM in solid form for “coughs on the go"

COUGH CALMERS®
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Glyceryl guaiacolate 50 mg.

Dextromethorphan hydrobromide 7.5 mg.

Clears nasal and sinus passages as it relieves coughs
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Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.

Phenylephrine hydrochloride 10 mg.

Alcohol, 1 .4%

MEET THE NEWEST MEMBER OF THE LINE

Comprehensive decongestant action helps control

cough and clear stuffy nose and sinuses. Non-narcotic.

ROBITUSSIN®-CF
Each 5 cc. contains:

Glyceryl guaiacolate 50 mg.
Dextromethorphan hydrobromide 10.0 mg.
Phenylpropanolamine hydrochloride 12.5 mg.

Alcohol, 1 .4%

Select the Robitussin® formulation ^ ^
that treats your patient’s

individual coughing needs: °c^ V
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ROBITUSSIN®

ROBITUSSIN A-C®

ROBITUSSIN-DM®

ROBITUSSIN-PE®

ROBITUSSIN®-CF

COUGH CALMERS®

A. H. Robins Company, Richmond, Va. 23220



REPORT FROM FLORENCE— XI INTERNATIONAL CANCER CONFERENCE

Norman L. Cannon, M.D.

The International Cancer Conference is

held every four years. It is truly international.

It is held under the auspices of the interna-

tional Union Against Cancer (UICC). The
membership of countries, numbering seventy-

seven, goes alphabetically from Argentina to

Yugoslavia. While there are a number of

participants at this Congress from the USSR,
Russia is not listed as a dues-paying member
in the published listing of members between

1972 and 1974.

The logistics of the Congress are stagger-

ingly complex. While the main meeting is in

Florence, other meetings are being held in

Montecatini, Pisa, Lucca, Siena, and Perugia.

Try to imagine a large meeting being held in

Philadelphia with sections based in Chester,

Wilmington, Camden, and Trenton, and you

will have an idea as to what is going on here.

Transportation between cities has been ar-

ranged, and hotel accommodations are sup-

posed to relate to the registrants preselected

meeting category. This does not always work
as smoothly as planned, and there is a lot of

travelling and inconvenience for many.

The program is varied and consists of ten

major conferences, 45 major symposia, 12

workshops, 82 panel discussions, eight ad-

vanced post-Congress courses on cancer in

major anatomical locations such as head and
neck, breast, colon and rectum, etc. There
are also a number of scientific films being

shown as well as the scientific exhibits, the

commercial exhibits, and the social program.

Florence is too beautiful a city to spend all

the time at meetings, and it is humanly im-

possible to encompass all of either in a week.

Selective attendance seemed like the best

answer with due time given to see some of the

art treasures of the Uffizi and Pitti Palaces,

the Bargello Museum, the Pallazzo Vecchio,

the Michaelangelo sculpture, which is all over

the place but particularly that which is in the

Medici Chapel and in the Aceademia del Arte,

where the famous David in the original is lo-

cated.

We knew that Dr. and Mrs. Frelick would

be here also, and yet it was by accident that

we met on the first day at one of the meetings.

We arranged to have dinner that evening and

exchange impressions. The names of other

registrants read like an honor roll of outstand-

ing cancer experts in all fields, from cell bi-

ology, immunology, virology, genetics, chemo-

therapy, epidemiology, radiation therapy, can-

cer control, and cancer campaigns.

It is obvious that a massive world-wide ef-

fort is underway to unravel the causes of can-

cer, to fight it effectively, and to eventually

eradicate it. All kinds of research were re-

ported from all countries; and the information

is not only being shared, it is also being col-

lected, studied, classified, computerized, and
retrieved so that no bit of data which may
hold some clue as to a cure for cancer will be

missed or overlooked and not given its proper

consideration by the experts throughout the

world.

Given man’s record of his fight against other

diseases, I can only conclude by expressing

optimism that this tremendous effort will in

time—the sooner the better—lead to the con-

quest of this disease as well. It is this hope

which drives this huge human army, of which

this Congress is only the tip of the iceberg, in

its continuing battle against cancer.
Dr. Cannon is the Vice President for Medical Affairs of the

Wilmington Medical Center.

This page is sponsored by the Cancer Coordination Office funded through an NCI Planning Grant.
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MANAGEMENT OF MYCOTIC

ANEURYSM ABDOMINAL AORTA

Harold B. Bob M.D.
Carl I. Glassman, M.D.

Mycotic aneurysms of the aorta have long

had a grim prognosis. The literature contains

reports of only ten successful resections. 1-6 In

each of these previous cases all infected tissue

was excised. In the case reported in this pa-

per, resection of the infected posterior and
lateral walls was not technically feasible, yet

the graft was successful and the patient re-

covered.

Case Report

Mr. A. F. is a 48-year-old man who pre-

sented to the Wilmington Medical Center on
May 25, 1973 with increasing pain at rest in

both lower extremities. He had suffered from

claudication associated with stressful activity

in the past.

His past medical history revealed that on
June 9, 1972 following an aortogram which

Dr. Bob, a resident in surgery at the time this paper was
done, is now in charge of the Emergency Room of the Maryland
General Hospital, Baltimore.

Dr. Glassman is a senior staff member in the Department of
Surgery, Wilmington Medical Center.

demonstrated an occlusion of the distal aorta,

abdominal exploration uncovered a grapefruit-

sized aneurysm of the aorta below the renal

vessels. A large retroperitoneal abscess ad-

jacent to the aneurysm was found and drained

at that operation; no attempt at resection was

made. On March 2, 1973 another drainage

procedure, removing 2,000 cc of pus from a

retroperitoneal abscess in the left groin, was

performed. Beta-hemolytic streptococci (nei-

ther A nor D) were cultured from the pus.

On physical examination at the time of this

admission to the Wilmington Medical Center,

the patient was afebrile, with blood pressure

of 110/60, pulse rate of 70 per minute, and a

regular cardiac rhythm. No cardiac murmurs
were heard. A fist-sized, pulsatile mass was

noted just to the left of the umbilicus. No
bruits were heard over the mass. Femoral,

popliteal, and dorsalis pedis pulses were ab-

sent bilaterally; however, the patient’s legs

were neither cool nor discolored.
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Elective laparotomy was performed on May
31, 1973. The wall of the aneurysm was com-

posed of necrotic tissue from which yellow,

cheese-like pus exuded. The aneurysm was 12

cm in length and 10 cm in transverse diameter.

Multiple loops of intestine were densely ad-

herent to its surface. The entire retroperi-

toneal space surrounding the aneurysm and

extending into the groin bilaterally was in-

volved in a fibrotic, chronic inflammatory re-

action. The anterior wall of the aneurysm was

excised, and a Dacron bifurcation prosthesis

was anastomosed to the proximal aorta, the

right iliac artery, and the left femoral artery.

Immediately postoperatively, the patient re-

ceived sodium cephalothin (Keflin, Lilly ) 2

gm intravenously every four hours; INH, 250

mg intramuscularly twice daily; streptomycin

1 gm intramuscularly once a day; and pyri-

doxine, 50 mg daily. After Beta hemolytic

streptococci (neither group A nor group D)
were grown from the culture, the antibiotic

regimen was changed to aqueous penicillin,

4,000,000 units intravenously every four hours

and clindamycin, 300 mg intravenously every

six hours. When it was decided that no acid

fast organisms were present, the antitubercu-

lous therapy was discontinued. High doses of

intravenous penicillin were continued for 30
postoperative days. The clindamycin was dis-

continued after seven days (sixth through the

thirteenth postoperative days).

The patient recovered with no postopera-

tive complications whatsoever. He was dis-

charged on maintenance doses of penicillin

(500 mg by mouth four times a day for two
weeks). When he left the hospital, he had
good distal pulses in both legs and was free

of all pain.

Discussion

The basic principles of treatment of mycotic
aneurysms of the aorta have been “resection

of all infected tissue . . . drainage . . . and ade-
quate antibiotic treatment.” 3 In addition, pros-

thesis replacement has been advocated in non-
infected tissues. Cliff et al go so far as to say,

“extirpation of the aneurysm is necessary for

cure. Placement of a prosthesis into an in-

fected bed is unsatisfactory.” 7

By proceeding with the graft placement in

the face of the remaining infected tissue, a

cardinal rule was broken in this case. How-
ever, since no area between the thoracic aorta

and the femoral arteries could be found that

was free of inflammatory disease, the graft

was laid down within infected material. Had
we not proceeded with that course of action,

our patient would have faced the crippling dis-

ability of ischemic pain or perhaps sudden

death because of rupture of his thin walled

aneurysm.

Bennett had earlier concluded “the infre-

qency of diagnosis until rupture occurs and

the diffiiculty of sterilizing these lesions with

antibiotics are important factors in the low

survival rate.”8 By excising as much as we
could of the mycotic aneurysm, replacing it

with a graft, and treating the patient with

massive doses of antibiotic, we attempted to

combat these factors.

Summary

A mycotic aneurysm of the aorta was par-

tially excised and a prosthetic graft laid down
within the walls of the infected aneurysm.

The patient received massive antibiotic

therapy and has done well for nine months
postoperatively. We suggest the possibility

that with massive antibiotic therapy such pa-

tients may be better served by excision and
grafting, even in the face of some remaining

infection, than by facing the morbidity and
mortality associated with the natural course

of this disease.
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THE PENSION REFORM ACT
AND DOCTORS

PART I

Leif C. Beck, LL.B.

The Pension Reform Act of 1974 finally be-

came law on Labor Day, September 2, 1974,

after years of proposal and debate. At various

times in the past few years there had been pos-

sibilities that this Act would be quite harsh to

most medical practices, whether incorporated

or not, but in my view the final legislation is

reasonable. In fact, the legislation will be

considered working to many more doctors’

benefit than detriment.

It is, however, important that doctors be

acquainted with the basic effects of the Pen-

sion Reform Act for their own protection and
planning. This series of articles is intended to

serve that limited purpose, while readers must
recognize that the Act’s complexity requires

each practice to receive extensive leadership

from its attorney, accountant, or other ad-

visors.

Most of the Act’s changes regarding Keogh
plans and other non-corporate opportunities

apply to this present calendar year 1974. To
provide my readers with background to con-

sider what they might do promptly, before

this year runs out, I will first discuss those

provisions. Most of the changes affecting ex-

isting professional corporation retirement
plans will not apply until taxable years be-

ginning in 1976—a rather long interim period.

New corporations and newly adopted retire-

Mr. Beck is President of Management Consulting for Profes-
sionals, Inc., Bala Cynwyd, Pennsylvania.

ment plans (those adopted after the Act be-

came law on Labor Day) are, of course, sub-

ject to the new rules right away. The corpor-

ate changes will be discussed next month. I

hope my descriptions of this terribly complex

piece of legislation will be helpful.

Keogh Plans

1. Contribution Increase

The most dramatic favorable change, of

course, was the Act’s increasing allowable con-

tributions to Keogh plans. While the old

maximum contribution was 10% of one’s net

income from practice or $2,500, whichever was
less, the new limitation is the lesser of 15%
of net income or $7,500. Thus, under the

new rules, a physician whose net income is at

least $50,000 could adopt or revise a Keogh
plan to provide for $7,500 annual contribution

for himself.

This change is effective for the present

calendar year 1974, so that the increased con-

tribution could be made this year. Although

many unincorporated doctors will want to

take advantage of the change right away, I

urge some caution. Keogh plans are typically

handled through “master” or “prototype”

agreements with banks, life insurance com-
panies, and mutual funds, and those docu-

ments will first have to be formally amended
to permit contributions above the presently

worded $2,500 limits. Therefore, a doctor
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should not simply send additional moneys to

his present Keogh plan until receiving assur-

ance that it has been properly amended.

A Keogh plan must still, of course, bene-

fit the owner’s employees as well as himself.

Hence, increasing the contribution for the phy-

sician-owner will also cause an increase in the

cost of covering his aides. This should not be

objectionable since if the cost was acceptable

at $2,500 it should be equally desirable as a

financial matter at $7,500.

The new Act will permit some self-employed

persons to contribute more than $7,500 for

their own account. It provides certain fairly

complex special limitations for actuarially cal-

culated “defined benefit” or “fixed benefit”

plans which would, for instance, permit a doc-

tor age 45 earning $60,000 per year to con-

tribute and deduct $9,800 per year. This de-

fined benefit plan might also permit him to

contribute proportionately less for his aides

if they are younger than he, an additional ad-

vantage of this approach.

Defined benefit plans have a variety of dis-

advantages, as I have periodically described in

prior articles dealing with professional corpor-

ations. Most of the disadvantages would ap-

ply equally to Keogh plans using the defined

benefit approach. Hence extreme restraint

should be exercised before any doctor decides

that the opportunity to contribute more than

$7,500 justifies that approach. The defined

benefit plan is especially popular among life

insurance-oriented pension advisors, and I

would urge that any such proposal be re-

viewed with other advisors not having the

same commission interest in the insurance

sale.

2. High Income Restriction

While permitting the increased Keogh con-

tribution rate, however, the Act established

one new restriction that will particularly affect

very-high-income physicians. It requires that

no more than $100,000 of a person’s net in-

come may be taken into account in determin-

ing the contribution rate for himself and his

employees. This has the effect of assuring a

reasonable contribution for the participating

employees. For example, were it not for this

special rule a person earning $150,000 could

set a contribution rate of 5% for himself and

his employees and still set $7,500 aside for

himself. Because of the limitation, however,

he would have to set the rate at 7.5%, thus

increasing the actual amounts contributed for

his employees.

This $100,000 restriction applies only to

owners under Keogh plans (and shareholders

holding 5% or more stock in “subchapter S
corporations”). It does not apply to normal

professional corporations, and hence it would

seem that physicians with such high incomes

would continue to prefer incorporation to the

Keogh alternative. In fact, I estimate that

the basic Keogh improvements will still make
professional incorporation preferable to most

(but by no means all) doctors whose net in-

comes exceed $60,000. The comparison be-

tween the two alternatives becomes much
more significant because of the Act, but in-

corporation continues to hold many advant-

ages.

3. Voluntary Contributions

Even though deductible contributions have

been increased to $7,500 (or 15% of net in-

come), the Act did not increase the maxi-

mum extra amount which a doctor can con-

tribute as a “voluntary contribution.” So
long as the Keogh plan covers at least one

common-law employee in addition to the doc-

tor or doctors, then each person in the plan

may voluntarily contribute up to 10% of his

net income or salary, as the case may be, but

not more than $2,500 per year for any owner.

This 10%/$2,500 limit remains unchanged.

Doctors unfortunately tend to ignore or

forget the opportunity to make voluntary con-

tributions. A person need not make such pay-

ments each year, nor need all persons in the

plan make them in any particular relationship.

Voluntary contributions are completely dis-

cretionary with each individual on an annual

basis. Such extra contributions are not de-

ductible by the person on his tax return, but

once contributed they earn income and corn-
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pound annually tax-free until that income is

paid over to the person. This opportunity to

put additional moneys into a tax-free fund

can be extremely valuable, and it is unfortun-

ate that the limit did not increase to the

15%/$7,500 level.

The Pension Reform Act did, however,

make one change which should make volun-

tary contributions much more appealing to

doctors in Keogh plans. Plans may hereafter

permit a person who made a voluntary con-

tribution to withdraw it (but not the earn-

ings thereon) at any time without penalty.

Previously, Keogh plans had to require that

any amounts held for an owner-participant

must be retained at least until that person

reached age 59y2 . The significance should be

obvious; a doctor might contribute an extra

$2,500 to his Keogh plan each year for four

years and then withdraw up to $10,000 to pay

his children’s college tuitions, the moneys in

the meantime having generated income on a

tax-free compounded basis for his retirement.

While improved, the Keogh restrictions on

voluntary contributions continue to be a factor

in favor of creating a professional corporation.

Corporate retirement plans may permit a per-

son to voluntarily contribute up to 10% of his

salary per year on an aggregate basis. Thus,

a doctor on a salary of $50,000 per year could,

for example, skip making voluntary contribu-

tions for three years and then contribute $20,-

000 (10% of $50,000 times four years) in the

fourth year. That amount might have come
to him as an inheritance, from the sale of a

piece of real estate, or the like. Under Keogh,

he could only contribute $2,500 in that fourth

year.

4. Contribution “Grace Period”

There is another change which will be

heartily welcomed at least by physicians’ ac-

countants and advisors. It will permit con-

tributions to a Keogh (or corporate) plan to

be made after the taxable year ends and yet

be deductible for that year.

It is extremely difficult to calculate the exact

amount of a deductible contribution to be

made by a “cash basis” practice since the

amount is a function of both the practice’s

net income and the exact salaries paid during

the year. Most accountants must calculate

it with an element of guesswork, risking tax

penalties for overcontributing to Keogh plans.

The new rule, effective for existing plans

only after 1975, will allow the contribution to

be made within the time the practice’s tax re-

turn is due (March 15 for a partnership and

April 15 for an individual), plus any ex-

tensions of time granted for the filing. This

will allow the accountant normal time to pre-

pare the proper financial statements and cal-

culate the correct contribution.

5. Tax on Lump Sum Distributions

Additionally, the Pension Reform Act has

changed the income tax treatment of distribu-

tions from any retirement plan (upon a per-

son’s retirement, death, or otherwise) in a

manner which is extremely favorable to Keogh
plans. Under old law, the taxes imposed on

Keogh moneys paid over because of a doctor’s

death or retirement were so onerous that some
people chose incorporation because of that

future difference. There was, for example, no

capital gains tax possibility at all upon such

a pay-out.

The Act has now provided for uniform in-

come tax treatment of lump sum distributions

from Keogh plans and from corporate plans.

That treatment would permit a portion of

anyone’s interest in a plan funded before 1974

to be taxed as a capital gain. The portion

would simply be the ratio of years prior to

1974 to total years of plan participation, mul-

tiplied by the total lump sum received from

the plan. Thus, if a doctor had adopted a

Keogh plan in 1969 and should retire in 1984,

one-third (five years prior to 1974 divided is

15 years total) of the amount then in the fund

and paid over to him would be taxable as a

capital gain. This is apparently true even if

the doctor’s contributions hereafter are $7,500

per year and yet were only $2,500 per year

in the past!

While this Act provision was intended to
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provide a phase-out of the capital gains pro-

vision, which will occur over the years, it ac-

tually provides existing Keogh plan partici-

pants with a tax benefit never available in the

past. What is more, even as to new Keogh

plan participants and contributions to exist-

ing plans hereafter, a new special tax-aver-

aging rule applying to future distributions will

be quite helpful. That rule would essentially

take one-tenth of the lump sum distribution

(less a certain allowance and any capital gains

portion) and multiply the tax thereon by ten

thus keeping the progressive tax rate down
somewhat. The calculation is extremely com-

plex, but the net effect would remove the ulti-

mate income tax as a difference between in-

corporation and Keogh.

There are restrictions on the new averaging

rule. It may not apply unless one has been

a participant in his plan for at least five years;

and as to Keogh plans it will not apply unless

the owner-doctor is at least age 59^4 when the

distribution is made (unless on account of his

death or disability). There is also a very diffi-

cult “six-year lookback rule” to prevent tak-

ing tax advantage of these special arrange-

ments several times within a limited number
of years. These complicating factors should

not, however, affect one’s basic considerations

in adopting a plan.

6. Estate Tax Situation Unchanged

While the new Act made income tax treat-

ment of a Keogh plan pay-out more desirable,

it unfortunately left untouched one item of

decided advantage for corporate retirement

plans. This is the Federal estate tax exemp-
tion, which does not extend to Keogh plan

distributions. If one compares a number of

years’ participation in both a Keogh and a

corporate plan and assumes the doctor’s death

before retirement, the after-tax difference be-

tween the two plans may be dramatic—often

a reason to prefer incorporation. I am dis-

appointed that the disparity was not resolved

by the Pension Reform Act.

Subchapter S Corporations

Ever since the 1969 Tax Act, the opportun-
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ity to take advantage of incorporation while

avoiding most of the tax problems by use of a

“Subchapter S election” has essentially been

unavailable. Under subchapter S, a person

could incorporate and adopt the usual em-

ployee benefit plans but nevertheless have that

corporation ignored for purposes of Federal

income taxation. Any corporate income would

be passed through and taxed to the share-

holder (s) as though the corporation did not

exist, thus removing the commonly discussed

problems of “unreasonable compensation,”

“personal holding company” treatment,

doubly taxed corporate profits and dividends,

and the like.

In 1969, retirement plans of these so-called

“tax option corporations” became limited to

the same $2500 contribution for shareholder-

employees as under Keogh plans. Doctors

have rarely used subchapter S since then. The
new Act, however, has increased the deduc-

tible limit for such corporations to Keogh’s

$7,500 level. In fact, most of what has been

described heretofore with respect to Keogh
plans also applies with respect to corporations

electing subchapter S treatment.

I believe the increased contribution limit

and other changes will make subchapter S a

very good choice for a wide variety of both

existing and new professional corporations.

Such a corporation will avoid the named cor-

porate tax problems, while it can adopt all

the other fringe benefit plans not available

tax-wise to an unincorporated practice. These

other plans include tax deductible health,

disability, and group term life insurance pre-

miums and medical expense payments for em-
ployees. What is more, the death tax exclus-

ion applies to a pay-out from a subchapter S
corporation’s plan although, as described, not

from a Keogh plan. And the higher corporate

limits apply to voluntary contributions as

well.

An existing professional corporation can

elect to be taxed under subchapter S within

the first 30 days before or after any fiscal year

begins. A new corporation can likewise make
the election at its inception. The election can
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be revoked at the beginning of any succeeding

year, and thus choosing this form is not an

irrevocable step. For the many practices in

which the anticipated contribution level for

its doctor (s) is perhaps $5,000 to $7,500, I

believe the tax option election deserves ex-

tremely serious consideration.

While its concept is simple, subchapter S

is a very complicated portion of the Tax Code.

There are a variety of tax “traps” a subchap-

ter S corporation can fall into unless it has

expert leadership and advice. Hence, I urge

that any doctor considering taking advantage

of this new opportunity be sure his attorney

and/or accountant is sophisticated in tax mat-

ters and experienced with subchapter S.

Individual Retirement Accounts

The Pension Reform Act also created a

brand new retirement funding arrangement,

known as the “individual retirement account”

or IRA. It will allow any individual not par-

ticipating in a qualified retirement plan

(whether corporate, Keogh, tax sheltered an-

nuity, or otherwise) to create a small plan

solely for himself. He may contribute and
deduct up to $1,500 (or 15% of his net income

or salary if less, which would be rare) per

year; and if his spouse is similarly in business

or salaried, they each could do so for total

deduction of $3,000 per year.

An IRA is treated very much like a Keogh
plan. A bank or other person satisfying new
IRS rules must be the trustee, or else the IRA
can be invested in annuity contracts. It can

not, however, be invested in life insurance. As
with Keogh funds, it cannot be paid over to

the individual before he reaches age 59^ with-

out a penalty tax, and it must begin to be

paid out by age 70 1
/£.

A number of doctors have neither incorpor-

ated nor adopted Keogh plans for valid rea-

sons. This is particularly true of larger group

practices where the variations in personal in-

terests and desires have resulted in no action

at all. Similarly, where the ratio of common-
law non-professional help to doctors has been

high, the cost of contributing for those other

persons has discouraged adoption of any plan

at all. In these and other special situations,

a doctor may now individually make some pro-

vision for his future by adopting his own
IRA. He need not coordinate it with his part-

ners, his aides, or anyone else, for the IRA
covers only himself. While the annual amount
is small, it is some opportunity for tax-de-

ductible self-help. Just as with Keogh plans

at the low $2,500 level for so many years, it

should not be ignored.

Banks, savings funds, and the like will un-

doubtedly be offering IRA opportunities be-

fore the year ends. Some will hopefully offer

options to have the individual amounts in-

vested in interest-bearing accounts, whether

certificates of deposit or simply savings ac-

counts. Insurance companies will presumably

offer IRA annuity contracts at guaranteed

interest rates. A doctor in his mid-40’s in-

vesting $1,500 each year into an IRA paying

7% interest would accumulate a fund of

roughly $65,000 at the end of 20 years. Al-

though the fund would be taxable as he with-

draws it, this opportunity through a steady

income-producing investment would seem pre-

ferable to one geared to stock market fluctu-

ations when so little is involved annually.

The dollar potential at even the IRA level is

certainly worthwhile.

(Part II will appear in the December issue of the

Delaware Medical Journal.)

PRESCRIPTION FOR A LONG LIFE

John Jefferson, who turned 106 recently in Sacramento, California, has a simple

prescription for long life: “Drink a fifth of whiskey twice a month—the first

and the 15th.”
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THE FALLACY OF THE

ANNUAL CHEST FILM

Joseph Tenret, M.D.

For years the health organizations have

screened large population layers by radio-

graphic or photofluorographic examinations of

the chest. In the same way, private physi-

cians, if requested to do an annual general

check-up, usually added a chest film to the

laboratory tests they ordered.

At one time this was reasonable because the

x-ray results were productive of abnormal

findings in many instances. However, in re-

cent years, in the United States there have

been important changes which may be clari-

fied under four headings.

A. Pulmonary Tuberculosis

1. Case findings

Since the discovery of isoniazid and the use

of anti-tuberculous chemotherapy, the disease

incidence has fallen by about 35 to 40% every

ten years. In 1972, 33,500 new active cases

were reported for the US. This means that

100,000 chest films would be necessary to dis-

cover 16.1 new cases if we had to find these

patients by systematic x-ray examination of a

population considered as healthy. 1 The cost of

such a practice in time, personnel, and ma-
terial is obviously exorbitant.

On the other hand, we know that more
than 95% of the infected population may be

identified by a positive PPD skin test. 2 When
hypersensitivity to tuberculin is discovered,

Dr. Tenret is the Director of Medical Services of Emily P.
Bissell Hospital, Wilmington, Delaware.

the important question is to know whether the

positive reactor has active disease; and the

chest film is necessary to help make this de-

termination and to decide on further manage-

ment of the case.

In 1973, only 7% of the US population had
a positive PPD skin test. This means that

during annual check-ups 93 patients in 100

do not need a chest film so far as TB is con-

cerned so long as they have no pulmonary

symptoms. In effect, if a patient shows clini-

cal symptoms compatible with tuberculosis

but has no reaction to tuberculin, a chest film

is indicated since we know that a low per-

centage of tuberculous infections or diseases do

not show sensitivity to tuberculin or present

fading of sensitivity for known or unknown
reasons (sensitivity to tuberculin waning by
age; terminal cases; overwhelming diseases;

absent or blunted hypersensitivity due to viral

or other diseases producing anergy; steroids;

improperly tested, read or recorded Mantoux;

patients infected too recently to show a con-

verted skin test).

2. Treatment of the tuberculous patients

Here again, an important reduction in chest

film requests is in line with the new trends.

Our goal in treating a tuberculous patient

is to obtain a definitive conversion of the pa-

tient’s sputa, quite apart from the roentgen-

ologic picture. Since surgery is, practically

speaking, no longer used in pulmonary tuber-

culosis, x-ray findings (cavitation or not) have
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little importance once chemotherapy has been

started, except in the presence of clinical or

bacteriological symptoms compatible with dis-

ease aggravation or complication.

Repetitive x-rays are useless: there is no

parallel between lack of infectivity, which is

the most important thing to know, and the

regression of x-ray findings.

3. Follow-up of the inactive patients who
have been correctly treated

In this case, a few months ago, the Center

for Disease Control made a clear recommenda-
tion for health department supervision of tu-

berculosis patients: “Tuberculosis patients

who complete adequate chemotherapy should

be considered cured. They have no need for

routine lifetime periodic recall for x-ray or ex-

amination. Indeed, perpetuating lifetime fol-

low-up of such treated patients diverts clinic

personnel and resources from the crucial task

of providing services for those who really need
them.” 3

Treated TB patients are instructed to re-

turn to the chest clinic only if they develop

clinical symptoms which may indicate a re-

activation (prolonged fever, prolonged pro-

ductive cough, etc.). Indeed, the reactivation

rate after chemotherapy adequate in drugs

and time is less than 1%.4 Studies have shown
that in most patients with disease reactiva-

tions, the reactivations were not diagnosed

during routine follow-ups, but because of

symptoms which provoked the patient’s re-

evaluation. For instance, in New York City

in 1970 13,000 cases of inactive tuberculosis

were under continued supervision. A program
of this proportion became an impossible bur-

den on the health services of the city. A study
done at that time revealed that the relapse

yield of the 13,000 continued follow-ups was
only 0.6% and the 65% of the reactivations

were identified by other means than routine

follow-ups. Most were discovered by their

reports of symptoms.4

B. Bronchogenic Carcinomas

The Philadelphia Neoplasm Research Pro-

TABLE 1

Genetically Significant Dose (Mrads/yr) from

Medical Diagnosis in Various Advanced Countries 7

Country Mrads/yr

United States 95

Japan 39

Sweden 38

Switzerland 22

United Kingdom 14

New Zealand 12

Norway 10

ject carefully followed 6,136 men, 45 years old

or older for ten years. 5

One hundred twenty-one of the 6,136 men
followed developed lung cancer. Eight per-

cent of these were still living five years after

the diagnosis. Thus the rate of survival with

lung cancer after five years was only 1 in 614

of these carefully followed persons.

To obtain this one survival, 12,500 chest

films were necessary.

Here again, the productivity of annual

chest films done systematically in persons

without chest symptoms is so poor that this

procedure cannot be logically and economic-

ally applied.

C. Radiation Exposure

Repeated chest films add to the radiation

dose that each of us receives in his lifetime.

This dose may finally have undesirable gene-

tic and somatic effects. The present level of

genetically significant dose from medical

x-rays is approximately half of the average

dose attributable to natural background

sources. The genetically significant dose

(GSD) from medical roentgenologic examina-

tions for the US population was found in 1964

to be 55 millirads. 6 The GSD from medical

diagnosis in the United States is far higher

than that in other countries where the medical

level and results are similar. (Table 1)
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A chest film done with proper technique

gives only an estimated mean genetically sig-

nificant dose of 0.7 mrad, but nonetheless in

our population, chest films account for about

4% of the genetically significant dose (55

mrads) from all medical radiographs, 91% re-

sulting from abdomen and pelvis examina-

tions.6

Up to now, 90% of the population exposure

to man-made ionizing radiation is due to

medical diagnoses. However, there is no doubt

whatsoever that with the rapid technological

and industrial evolution of our society, we
shall be progressively submitted to more man-

made radiation exposure. It now seems logical,

in view of this situation, that in each case of

medical examination the physician should

judge whether or not there is a reasonable ex-

pectation of useful information to be obtained

by x-ray examination.

The US Bureau of Radiological Health

stated that “as much as two-thirds of the pres-

ent exposure may not contribute to diagnostic

information, and therefore may be unneces-

sary.”6

Systematic annual chest films involving the

exposure of healthy persons should be taken

in relation to the possible productivity of these

films which, as we know, is extremely poor at

the present time in persons having no clinical

symptoms.

D. Meaninglessness of Systematic

Annual Chest Films

Systematic repeated chest films cannot be

“preventive;” good sense dictates that if a

chest film is normal, the x-ray findings cannot

predict that a pulmonary disease will not

appear at a later date, and indeed in the very

near future.

This kind of examination is not only use-

less but exorbitant in its demands on the time

and personnel of health agencies whose re-

sources should be reserved for the persons who
need them. This is apparently true at the

present time when the ambulatory treatment
of tuberculosis patients without hospitaliza-

tion or after a short stay in the hospital is the

rule.

In this situation, clinic visits and Public

Health Nurse contacts with the patients are

necessarily more frequent than in the past so

that any lapse in treatment may be quickly

identified and corrected.

Moreover, we are convinced that in a per-

son submitted to an annual check-up, the

medical history, clinical findings, or a conver-

sion of the PPD skin test will furnish sufficient

information for the physician to judge whether

a chest film is necessary for the diagnosis of

tuberculosis. We do not request systematic

thyroid tests in the absence of suspicious clini-

cal signs, and I believe that at present in the

US a chest film should be performed only to

check the significance of a positive PPD skin

test or to elucidate specific complaints or clini-

cal findings.

Furthermore, the systematic performance of

normal annual chest films in a healthy person

may induce a false sense of security, which

may lead the patient to disregard future pul-

monary symptoms.

As with other laboratory tests, chest films

must be reserved to necessary cases: when the

PPD skin test is positive and x-ray findings

are unknown, when the patient develops pul-

monary symptoms, or when the evolution of a

pulmonary disease under treatment must be

checked.

Conclusion

The yearly routine chest film is no longer

indicated either in the adequately treated in-

active tuberculosis patient or in the annual

physical examination of patients without pul-

monary symptoms.
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THE CEPHALOSPORINS— CHEAPER BY THE DOZEN?

The announcement by the Squibb Company
that their oral cephalosporin, cephradine,

(Velosef) has been cleared by the Food and

Drug Administration and is commercially

available comes as no surprise to those who
have been following the fortunes of this anti-

biotic group. There are now seven cephalo-

sporins available to the clinician for his pre-

scribing preference, and if the current trend

continues, there is every reason to believe that

we will have a dozen such preparations on the

market within the next few years.

As mentioned in these pages previously, the

primary justification for the availability of

these new preparations appears to be the eco-

nomic effect of driving the price of the ceph-

alosporins to a lower level. This opinion seems

strengthened by the fact that cephradine is

the first oral cephalosporin marketed in this

country by a company other than Eli Lilly.

A pertinent question is “Does the patient

benefit from the introduction of these new
cephalosporin antibiotics?”. Do the minor

differences produced by the manipulation of

the side-chain offer any real therapeutic ad-

vantage or only insignificant variations to be

remembered (or forgotten) by the practicing

physician? It appears to this writer that the

three new cephalosporins recently made avail-

able offer no real advantage over the previ-

ously marketed formulations.

It is interesting that the cephalosporins oc-

cupy such a prominent position in the prac-

ticing physician’s pharmacopoeia when, in

fact, they are not often the drug of first choice

in the treatment of human infections. This

is not meant to deny the efficacy of the ceph-

alosporin antibiotics in many infectious pro-

cesses, but to emphasize the point that they

are seldom first-line agents.

It is quite possible that the popularity of

these antibiotics stems from the common prac-

tice of employing them as a broad spectrum

panacea in febrile patients or as a prophylac-

tic umbrella in postoperative surgical patients.

Indeed, the cephalosporin spectrum is broad

and their safety record good (recent reports of

toxicity notwithstanding), but these advan-

tages do not justify cephalosporin administra-

tion replacing careful clinical and laboratory

identification of the infectious agent. When
this is done, a cephalosporin will seldom be

the preferred antibiotic.

Further complicating this Pandora’s Box is

the previously mentioned fact that each ceph-

alosporin has a minor difference in its pharma-

codynamic action or antibacterial activity so

that the cephalosporins themselves cannot be

indiscriminately substituted for one another.

The most obvious example of this variation

is the fact that cephaloridine (Loridine - Eli

Lilly

)

is the only cephalosporin effective in a

single injected dose for the treatment of gonor-

rhea. Less clear-cut differences will not be

remembered by the practicing physician as

they frequently escape the memory of one

well-versed in the subject of cephalosporins.

Cephradine, the newest semi-synthetic

cephalosporin, has been extensively studied in

man in an oral and parenteral form. However,
it is only the oral preparation (capsule and
suspension) which has been released for gen-

eral use in the United States. It is regretable

that both forms have not been released as the

availability of an injectable and oral ceph-

alosporin is in itself an advantage to the clini-

cian, avoiding the confusion produced by pre-

scribing an oral cephalosporin by the paren-

teral route and vice versa.

The oral form of cephradine is quite similiar

to cephalexin in antibacterial spectrum and
pharmacodynamics with satisfactory absorp-

tion after oral administration resulting in ade-

quate serum and urine levels. Cephradine

appears to be more effective in vitro and in

vivo than cephalexin against strains of Hemo-
philus influenzae and possibly enterococci,
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While one might desire further clinical experi-

ence with cephradine in the treatment of

Hemophilus infections, the package insert

sanctions its use in this setting.

An important characteristic of cephradine

is the low protein binding (in the range of

6% in normal volunteers) suggesting that this

antibiotic may penetrate into certain closed

body cavities with more proficiency than the

other available cephalosporins.

The side effects resulting from therapy with

cephradine are similar to those seen with the

other cephalosporin antibiotics. The adult

dose ranges from 1 to 4 gm daily given in

equally divided doses at six-hour intervals

while the recommended dose in children is 25

to 50 mg/kg/day. In otitis media due to H.

influenzae, the dose should be increased to 75

to 100 mg/kg/day. The eventual release of

the parenteral formulation of cephradine

might increase the therapeutic potential of

this new cephalosporin antibiotic. At present,

it would appear to be as effective as cepha-

lexin for the treatment of infections in which

an oral cephalosporin is indicated.

William J. Holloway, M.D.
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WALTER WINFIELD GOENS, M.D.

Walter W. Goens, M.D. died at his home
at the age of 74 on October 7, 1974. He prac-

ticed at his 501-503 E. Tenth Street office in

Wilmington until his illness in July.

Born in Charleston, West Virginia, he grew

up and received his primary education in

Hagerstown, Maryland, and, later, his high

school training at Storer College in Harpers

Ferry, West Virginia. While attending col-

lege at Howard University where he received

his B.S. degree, he was a member of Alpha

Phi Alpha Fraternity. He then entered

Howard University College of Medicine,

graduating in 1929, following which he served

his internship at the Freedman’s Hospital,

which is affiliated with Howard.

He chose, then, to go to the coal fields in

West Virginia to service the population of

miners and their families with their continu-

ing difficulties in securing medical attention.

He practiced eight years in this general area

and served also as surgeon at the Providence

Hospital, Bluefield, West Virginia, from 1931

until shortly before he came to Wilmington.

It was in 1939 that Dr. Goens came to Wil-

mington in search of more fertile fields and

wider opportunities to extend his ability and

talent. It was at this juncture, also, that he

married Grace Price of Nashville, Tennessee.

They settled at 501-503 E. Tenth Street

where he practiced until his illness and subse-

quent death. During these years he estab-

lished a large practice among the deprived

and fared financially accordingly. His pro-

fessional aspirations of greener fields prior to

the arrival in Wilmington soon withered, but

he labored steadily without rancor— doing

what he could, serving humbly.

Over the years he was a member of such

professional groups as the Sigma Pi Phi Fra-

ternity, the Commissioners, the American

Medical Association, the Medical Society of

Delaware, the New Castle County Medical

Society, and the Delaware Academy of Family

Physicians. He was also an active member
of the fifty-year old National Medical Asso-

ciation and past president of the Delmarva

Medical Association, which is a geographical

unit of the National Medical Association.

Leon V. Anderson, M.D.
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^£^etterd to the 'Qditor

To the Editor:

Recently, the overuse of antibiotics has re-

ceived considerable attention in the lay press,

with particular emphasis on the overprescrib-

ing of the cephalosporin agents.

For obvious reasons, exact data on antibio-

tic use and abuse in office practice are difficult

to obtain; on the other hand, the monitoring

of antibiotic usage in the hospital setting is

considerably more realistic. A number of fac-

tors relating to the diagnosis and treatment

of hospital patients should enhance the sophis-

tication of antibiotic utilization in this setting,

particularly in contrast with community prac-

tice. Hospital staff committees throughout

the United States have been requested to

evaluate and perhaps eventually to regulate

the use of antibiotics in their respective insti-

tutions. In response to this request, a pre-

liminary survey was carried out in one of the

hospitals in this area.

A Surveillance Committee, composed of

physicians and infection control nurses, se-

lected three representative nursing care areas

in the hospital, including medical and surgical

patients. The Committee reviewed the charts

of those patients receiving antibiotics, to as-

certain the diagnosis, the clinical and labora-

tory indications for antibiotic therapy and,

when necessary, reviewed pertinent current

culture data from the Microbiology Labora-

tory. The patient’s status was discussed with

appropriate personnel, including floor nurses,

house physicians, and, occasionally, the at-

tending physicians. The surveillance team by
their review then determined whether or not

antibiotic therapy had been or was indicated

in each patient. Lack of evidence of an in-

fectious process or lack of cultural confirma-

tion in asymptomatic patients was the usual

reason for considering therapy inappropriate.

If the decision of the Committee was not
unanimous, the benefit of the doubt was
yielded to the use of antibiotic therapy.

The results of the survey are as follows:

Antibiotic Therapy Indicated 120
Antibiotic Therapy Not Indicated 133
Antibiotic Therapy Indicated but

Wrong Antibiotic Used 20
Prophylactic Antibiotic Therapy 27

300

As seen by this report, the Committee’s

opinion is that more than one-half of the pa-

tients were receiving inappropriate antibiotic

therapy. In a small number of patients, anti-

biotic therapy was indicated, but an inap-

propriate agent was being utilized.

Recognizing the controversial and emotional

overtones of prophylactic antibiotic therapy,

the team made no attempt to evaluate such

therapy but only tabulated the instances in

which it was encountered.

These results were reported to the hospital’s

Infection Committee without any specific

recommendations from the Surveillance Com-
mittee. It would appear obvious that further

educational efforts concerning the proper use

of antibiotic agents is strongly indicated.

William J. Holloway, M.D.

To the Editor:

In response to Dr. Joseph E. Belgrade’s edi-

torial comment of the last issue of the Dela-

ware Medical Journal (President’s Page —
“Blue Shield Participation — Voluntary or

Mandatory?” XLVI:10, 499), I found the few

details concerning the new agreement between

Blue Cross and Blue Shield of Delaware with

the auto workers somewhat lacking in specific

detail. However, if such a plan is operative, it

is a most intolerable threat to the profession,

not only to those who are non-participating

but also to those who participate in the Blue

Shield fiasco.

Such an action is externally applied price
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fixing by a private insurance company and in

any industry or service besides medicine would

most likely have been challenged immediately

by the Federal government. I personally ques-

tion the legality of imposed price fixing by a

nongovernment organization and recommend

the initiation of a class action suit through

the Society to force the dissolution of such

policies.

Blue Cross and Blue Shield of Delaware

must be made to understand that the medical

profession resents and will resist arbitrary con-

trol to the point of total noncooperation and

nonacceptance of their insurance if they per-

sist in such outrageous attempts at domina-

tion of the medical profession. Recent large

defections of subscribers from Blue Shield at-

test to their vulnerability. The cancellation

of contracts by physicians and subscribers

whose insurance does not cover their ills can

bring Blue Cross-Blue Shield to its already

somewhat bruised knees. Their trial balloon

must be burst before we all find ourselves

regulated completely by fixed prices imposed

by a nongovernmental agency. If we as a

group allow this insult to slip by, we will have

ourselves to blame for future consequences.

Richard H. Bonder, M.D.

^ J!S &

To the Editor:

I am one of the minority physicians Dr.

Belgrade mentioned in his President’s Page in

the October Delaware Medical Journal. I

have been struggling against Blue Cross-Blue

Shield for some years and have elected not

to sign their participating contract.

It has been a lonely fight up to this point,

and of course non-productive. Now I feel

encouraged by his editorial and will speak to

the Medical Staff at Nanticoke Memorial Hos-

pital next week in anticipation of obtaining

their united support against such Blue Cross-

Blue Shield contracts.

He has my whole-hearted support.

Robert C. Kingsbury, M.D.

To the Editor:

I wish to tell of praise, of pearls, and of po-

tential.

First, PRAISE.

As usual, Chaplain Swanson’s (WMC)
Third Annual three-day September Seminar

was a success.

Featured speaker: Elisabeth Kubler-Ross,

M.D.

Topic: Essence of Living and Dying (Sep-

tember 12, 1974)

Second, PEARLS.

Chaplain Swanson pulled a surprise! One
of the speakers was his talented, extremely

literate, and pretty wife, Ginny. Mrs. Swan-

son is a specialist in her field of all those things

that are French! Her topic was the discussion

of The Little Prince, by Antoine De Saint-

Exupery.

Thoughts from her review of the book

pertained to the awareness, practice, and

preservation of the essence of life, the

essence and the essential of living; we must

embrace the mystery of life, accepting and ap-

preciating what we feel but cannot touch,

what we know but cannot explain and ap-

preciating that aspect of life which is poetry

and not prose.

I purchased a copy to go with my Osier’s A
Way of Life, and Harry Emerson Fosdick’s

Meaning of Service.

Third, POTENTIAL.

I came away from the seminar wondering

how many other wives, whether associated

with our Medical Society or not, have some

pearls to add, medical or literary, to our medi-

cal meetings, or even to our Medical Journal?

We must have a wide selection of unappreci-

ated skilled teachers, technicians, nurses,

housewives, mothers who could help us by
their specialties, as Ginny Swanson helped us

by her specialty.

Charles M. Bancroft, M.D.
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PILLS, PROFITS AND POLITICS by Milton Silverman

and Philip R. Lee, University of California Press,

Berkeley and Los Angeles, California, 1974. 403

pp. Price $1 0.95.

This well written, easily readable, and at

times even entertaining book offers a com-

prehensive look at the role of drugs in medi-

cine today. Obviously meant for the layman

interested in the political, medical, and busi-

ness aspects of pharmaceuticals, 12 of the 13

chapters deal with the history and present

status of the problem. Much of this material

is well known and has been extensively pub-

licized, but the authors attempt to put it into

the perspective of modern trends in organized

medicine. Numerous tables and graphs under-

line their point of view effectively.

Only one chapter is devoted to the most im-

portant issue of “future strategy.” The au-

thors suggest improvements in all sectors of

drug handling in medicine, but many of the

proposals lack novelty or appear unrealistic

and unconvincing. Perhaps the greatest value

of the book lies in demonstrating the com-

plexity of the existing system of drug dis-

covery, supply, and use, and the difficulties

confronting those who wish to broaden and
improve health delivery while maintaining or

even enhancing innovation.

Jurg A. Schneider, M.D.

15 IS 15

THE MEDICAL WORD BOOK: A SPELLING AND
VOCABULARY GUIDE TO MEDICAL TRANSCRIP-

TION by Sheila B. Sloane, W. B. Saunders, Phila-

delphia, 1973. 923 pp. Price $9.50.

The completely inexperienced transcriber

with no exposure to medical terminology or

anatomy (such as a high school graduate com-

mercial student) would not find this book too

helpful since knowing the definition of a word,

or at least the anatomical system to which it

belongs, is necessary to use it. As an example,

one needs to know that ileum is found in the

Gastroenterology section and is not the same

as the ilium found under Orthopedics. How-
ever, an experienced medical transcriber would

very much enjoy this book and frequently

find it useful. The sections for the medical

specialties as well as those entitled Laboratory

Technology, and Abbreviations and Symbols

might eliminate a need to consult several dif-

ferent references. Listing difficult words such

as pterygium by their phonetics (example:

“terijeum”) is also very helpful.

Jan Coneys, Secretary

Department of Family Practice

Wilmington Medical Center

% £

OTHER MEN’S DAUGHTERS by Richard Stern, Dut-

ton & Co., New York, 1973. 244 pp. Price $6.95.

This novel is about a doctor, a research-

physiologist at Harvard, who, to put it col-

loquially, becomes “deeply involved” with a

Holyoke student who comes to him for The
Pill. (He works in a student clinic one night

a week.) I am sure if the story had been

written by a woman novelist, Dr. M. would

not at its end have been permitted to abandon

and divorce his wife of twenty years and cer-

tainly never allowed to find utter poetic bliss

with his girlfriend, now wife.

The interpolated medicine is fun; many of

the names and theses discussed are actual or

have the ring of truth. I have a hunch that

lots of the personages are recognizable to the

medical inhabitants of Harvard; the love story

may be a partially true one. Dr. M.—I hate

to call him the hero because of the mean way
his wife gets treated—gives a lecture on the

mechanism of erection during which he man-
ages to cite John Locke’s definition of love:

“Anyone reflecting upon the thought he has

of the delight which any present or absent

thing is apt to produce in him has the idea

we call love.”

I never had lecturers like that.
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SCHISTOSOMIASIS: The Evolution of a Medical

Literature. Selected Abstracts and Citations, 1852-

1972 by Kenneth S. Warren, MIT Press, Cambridge,

Mass., 1973. 1307 pp with illus. Price $35.00.

This remarkable book begins with an apt

quotation from the Rockefeller Foundation

Quarterly by John Wier, M.D.: “Schistoso-

miasis is the greatest unconquered disease now

afflicting men and animals.”

The book’s 1300 pages were prepared in a

most interesting fashion. Beginning in 1964,

all of the citations in the world literature on

schistosomiasis between 1852 and 1964 were

fed into a computer. The critical button was

pushed, and the computer output (600 lines

per minute) were photocopied and published

in 1967 as a two volume bibliography of 10,-

286 citations. Within the next ten years the

literature on schistosomiasis was enriched by

another 5,000 more papers.

Dr. Warren utilized 67 world experts on

schistosomiasis to choose the 384 most im-

portant papers from the group of 10,286 to

abstract for this book (which also lists in an

appendix 654 of the last 5,000 papers).

The first abstract is, not surprisingly, Dr.

Bilharz’ own excited report from Cairo in

1851.. He described how he found “ a

long white helminth in the blood of the portal

vein which I assumed to be a nematode but

which I immediately recognized as something

new.”

Schistosomiasis is estimated to afflict about

180.000.

000 human beings, primarily residents

of Asia, Africa, and South America. The life

style of the parasite has always fascinated me
by its incredible intricacy. Adult worms liv-

ing in the venous system of the gut or bladder

pass their eggs into the feces or urine by en-

zymatic digestion of any tissues in their way.

The eggs hatch, in fresh water only, into

swimming, ciliated miracidia which then pene-

trate, each of the three types to his own type,

one of three species of snails. This must be

done fast, since the miracidia have a life span

of only six hours. In the snail, the miracidia

develop into “mother sporocysts.” Ten days

576

later, “daughter sporocysts” migrate to the di-

gestive gland of the snail from whence they

are shed into the water five weeks later as

forked-tail, free swimming cercariae. These

then penetrate mammalian skin. They are

active mainly in the dark, their life span is

up to three days, and when they penetrate

the skin they leave their forked tails behind.

The cercariae migrate via blood or lymphatics

to the lungs, rest there awhile, and then move
on to the intrahepatic venules where they ma-
ture and mate. (The smaller female spends

her entire life clasped in the ventral groove

of the male.) The mature worms migrate,

against the venous stream, to the locus of their

destiny: S. mansoni to the veins of the large

intestine, S. Japonicum to those of the small

Intestine, S. haematobium to the urinary

bladder. There they live out their lifespan of

5 to 30 years, releasing 150-3000 eggs per

day.

In one of the more fascinating papers, S. H.

Barlow describes his deliberate application

(1949) of eight cercariae to his forearm, six

to his umbilicus, and then again two weeks

later the water from six infected snails to his

umbilicus. The day after the last application

he had 147 red papules in the area. Twenty
days later he was flown home from Cairo, a

very sick man but still the compleat scientist:

when an itching nodule of his scrotum rup-

tured on the 139th day after inoculation, 24

eggs and five free miracidia were found in the

discharge. Several different unpleasant drugs

were used to treat him; a year and a half

after his experiment he seemed to be cured.

The jacket blurb says this book may be

used, as well as a text on schistosomiasis, as a

“means of studying the development and
growth of a scientific literature.” It can in-

deed. To me it seems a marvelous achieve-

ment, a truly Herculean task for which Dr.

Warren, despite any aid he got from computer

listing, is to be congratulated. Others as en-

ergetic might take it as a model for the pro-

duction of similar efforts on topics of import-

ance.

This book was prepared “with partial sup-
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port from the NIH”; it’s the kind of effort I

like my taxes to go for.

Bernadine Z. Paulshock, M.D.

% % &

OBESITY: AND ITS MANAGEMENT, 2nd ed., by

Denis Craddock, M.D., Churchill Livingstone Pub-

lisher, London, 1973. Distributed by Longman, Inc.,

New York, 205 pp. Illus. Price $9.00.

This is a readable and practical little book

summarizing in detail the predisposing factors

of obesity and the important considera-

tions in its treatment. It is noteworthy that

the author is a general practitioner; his knowl-

edge of the theoretical background is superior

and the bibliography at the end of each chap-

ter remarkable. He is obviously a disciple of

Yudkin, emphasizing the evidence, and prob-

ably rightly so, that refined sugar is a major

cause not only of obesity per se but also of

general vascular degenerative disease, includ-

ing coronary artery disease. Much of what is

found in the book is known by most physi-

cians, but certainly there is much—and ably

presented—which many physicians are not

aware of or to which they pay far too little

attention. Diet and psychology are the keys

to successful treatment. Most necessary also

is the ability of the physician to keep in con-

tact with the patient over long periods, per-

haps years, not just a few months. Drugs may
be an important adjunct but not the main-

stay of treatment. Of these drugs probably

the safest, most effective, and most practical

is fenfluramine. Various diets and food tables

are included.

This is a convenient book for a practicing

physician’s desk, for easy reference to the

scientific background and to the practical

management of obesity.

Lewis B. Flinn, M.D.

«« M2 £

PHYSIOLOGICAL OPTICS by C. J. Campbell, M.D.,

C. J. Koester, Ph.D., M. C. Rittler and R. B. Tacka-

berry, P.E., Harper and Row, New York, 1974.

286 pp. 267 illus. Price $15.00.

This is a book of basic physiological optics,

and will be of especial interest to ophthal-

mologists. It has a good presentation of phy-

sical and geometric optics, and a fine dis-

cussion of the optics of ophthalmic instru-

ments. Optical aspects of visual perception

and space perception are discussed briefly, as

are colorimetry and photometry.

Diagrams are critical in any presentation of

optics, and are particularly well done in this

text. The book will have a limited interest

to the medical community, but is a welcome

addition for those with a special interest in

this area.

i

THE OCULAR FUNDUS IN SYSTEMIC DISEASE: A
Clinical Pathological Correlation by Edward M.

Chester, M.D., Year Book Medical Publishers, Chi-

cago, 1973. 249 pp. illus. Price $35.00.

This is a well conceived and nicely written

text covering the most commonly recognized

disorders of the retina and the optic nerve.

It deals most extensively with vascular and

related disorders of the retina and in that

context gives broad coverage to the fundus

findings in arteriolarsclerosis, hypertensive

disorders, and diabetes. Papilledema, optic

neuritis, and optic atrophy are also discussed

in some detail.

The excellence of the book lies in the close

correlation between the ophthalmoscopic

changes and the underlying microscopic path-

ology. Self-testing is used as a learning de-

vice throughout the book by the use of un-

labeled photographs and associated clinical

findings. This aspect of the book is done

nicely, without giving the reader the feeling

that he is reading a text meant for third-

graders.

The color plates, so critical in a presentation

of this nature, are technically good and well

representative of the material they are meant
to illustrate. Most of them are accompanied
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by line drawings which point out the critical

material in the related photographs. The

text itself is succinct, and the material is pre-

sented in a logical, simple, and straightfor-

ward manner. The style of writing is simple

and clear, and it is easy to follow the develop-

ment of the author’s concepts. The book is

ambitiously referenced and compulsively in-

dexed. It is recommended as a good general

review, covering most fundus pathology seen

in a general office population.

Stephen H. Franklin, M.D.

% %

ACUTE RESPIRATORY FAILURE IN THE ADULT by

H. Pontoppidan, M.D., B. Geffin, M.D., and E.

Lowenstein, M.D., Little, Brown & Co., Boston,

1973. 118 pp. Price $9.50.

The material for this book was originally

published in the New England Journal of

Medicine in 1972 as a series of three articles.

The present publication represents an updat-

ing of those articles. The authors are well

qualified to discuss the detailed problems con-

cerned in this book on the basis of their ex-

perience in the Respiratory Unit in the Mas-

sachusetts General Hospital.

Basically, this is a treatise on the manage-

ment of patients with acute respiratory failure

(ARF) in whom chronic lung disease is not

a problem. This book, then, deals principally

with the problems of artificial ventilation.

The categories dealt with in the book are

those of patterns of gas distribution in normal

lungs and in ARF, interstitial pulmonary

edema, assessment of respiratory function in

ARF, pulmonary oxygen toxicity, recurring

use of artificial ventilation, effects of mechani-

cal ventilation on circulation and blood gas

exchange, and finally complications of tracheal

intubation and tracheostomy.

The chapter on interstitial pulmonary
edema is particularly good with a concise dis-

cussion of the pathologic physiology involved.

The authors point out the ubiquitousness of

the problem of water overloading in ARF and

how frequently it is overlooked. This is a

factor which needs constant emphasis.

The short chapter on pulmonary oxygen

toxicity presents a balanced discussion of this

controversial subject and properly tries to

draw attention to the fact that hypoxemia is

apt to present more of a hazard to a patient

than appropriately administered oxygen and

that blood gases are the only reliable guide

to therapy.

There is an excellent discussion of the cur-

rent use of artificial ventilation, the indica-

tions for this, and the effect of the type of

ventilator used. The importance of the effect

of ventilator pressures on the circulation and

gas exchange in the lungs is reviewed. The
indications, contraindications, and complica-

tions of both tracheal intubation and trache-

ostomy are covered with enough detail to

make one realize the seriousness of this prob-

lem. The authors believe that tracheal intub-

ation can be properly used for longer periods

of time than is generally recognized.

In somewhat less than one hundred pages

this book supplies the information that would

enable those sophisticated enough to under-

stand the basic pulmonary physiology to

manage patients on respirators. This reviewer

would recommend it highly for interns, resi-

dents, and attending staff who treat patients

with acute respiratory failure. Intensive care

nurses and respiratory therapists with ade-

quate backgrounds in pulmonary and cardiac

physiology might also profit from this book.

Leonard P. Lang, M.D.

* 5? 55

HARRISON’S PRINCIPLES OF INTERNAL MEDICINE,

7th ed. Edited by M. M. Wintrobe, G. W. Thorn,

R. D. Adams, E. Braunwald, K. J. Isselbacher, and

R. G. Petersdorf, McGraw-Hill, New York, 1974. 2

volume edition. Price $35.00.

This extraordinary textbook, split into two

volumes for reader’s comfort in handling its

2,000 odd pages, remains a leader in its field

of textbooks of medicine. Its general orien-
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tation starts with an approach to the patient,

progresses through cardinal manifestations of

disease, and reviews systems and syndromes

as an orderly process in the author’s attempt

to cover all of medicine in a logical format.

Although the material is extremely detailed,

through this clinical approach the authors are

able to interrelate physiology, biochemistry,

and symptomatology to form a basic under-

standing of the disease process.

New to this edition is the inclusion of a

chapter on the Problem Oriented Record, as

an approach to the consideration of a patient’s

complaints. Once again the emphasis is on a

clinical approach, symptoms, signs, and diag-

nosis before treatment.

Although one could never consider such a

book light reading, it is at the same time very

readable. The print is large; the double

columns and bold print are easy on the eyes

and make the book quite accessible. It is

exceedingly well indexed with 170 pages of

small print index or almost one index page

per ten pages of text. The references are

brief, and rarely more recent than 1972.

Nevertheless, they frequently refer to review

articles from which extensive references can

be obtained.

Harrison’s Principles of Internal Medicine

remains a leader in its field and should be in-

cluded in anyone’s library, the student, prac-

titioner, or professor.

Robert B. Flinn, M.D.

^ vs «

DRUGS OF CHOICE 1974-1975, edited by Walter

Modell, C. V. Mosby Co., St. Louis, 1974. 832 pp.

Price $23.75.

This text offers many valuable features.

For the majority of topics, current material is

available in a concise, easily readable form.

Tables are well used to display graphically

more complex problems and inter-reactions.

Good indexing is available with adequate use

of cross references. A drug index which con-

tains a listing of commonly used drugs is

available and supplies such information as

trade names, routes of administration, and

dosage forms. Recommended dosage and

schedules of dosage are not listed in this table.

This accomplishes some functions of a minia-

turized “PDR.” As the editor discussed in

the preface, the book is compiled by several

experts in various skills of medicine and it is

their opinions that are expressed. Contro-

versy was avoided. The early portion of the

text contains a chart of adverse drug reactions

in a concise, well-designed format for a large

number of more commonly used drugs. In

this section some information is available on

drug inter-reactions, and when discussing in-

dividual drugs, possible reactions are more
completely elaborated.

I would have preferred a nice chart of drug

inter-reactions because this is such a serious

problem at this time. I was also a little dis-

appointed that no chart was available listing

organisms and antibiotics of choice. A chart

of various antimicrobial agents with their most

effective spectrum was presented, but I believe

most readers prefer this information in the

reverse fashion.

The book would be of value to the busy

physician who wants clear, concise informa-

tion on current drug usage.

Robert G. Altschuler, M.D.

«? % %

BLUE CROSS — WHAT WENT WRONG by Sylvia

A. Law, Yale University Press, New Haven, Conn.,

1974. 246 pp. Price $8.95.

This book is a polemic, written under the

guise of objectively-obtained research from

the apparently reasonable point of view that

social institutions (Blue Cross) must be made
accountable to the people who use and finance

their services. Its objectivity therefore is sus-

pect and the conclusions are telegraphed early.

Professor Law describes Blue Cross as a

child of the depression and of the American

Hospital Association. It was designed to pro-

vide hospital financing for the great bulk of
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people of moderate means; as non-profit it was

granted special corporate status and exemp-

tion from federal and state taxes. It provides

service benefits to hospitals rather than cash

to the individual. It offers, in the main, com-

munity rating rather than experience rating to

special groups. Blue Cross out-distanced

private, for-profit insurance companies in the

coverage of the market, a coverage enhanced

by the passage of Medicare and Medicaid

legislation for which Blue Cross became the

fiscal intermediary in most states.

Professor Law points out that the American

health care crisis is primarily one of organiza-

tion, administration, and accountability, and

that Blue Cross is at the heart of the adminis-

tration of the present medical care delivery

system. The book includes a tremendous

amount of valuable statistical and analytical

data culled from an analysis of Blue Cross

activities in a number of states.

The argument of the book is that Blue

Cross, as the financing arm of American hos-

pitals, is controlled by hospitals and is in ca-

hoots with the Department of HEW from

which it receives monies and for whom it acts

as fiscal agent. Blue Cross, therefore, cannot

provide coverage in the best interests of the

consumer. Professor Law contends that Blue

Cross should be primarily responsive and ac-

countable to the public interests, particularly

the interests of those individuals who use it

to pay for health care services. Secondly, she

assumes that in the absence of countervailing

pressures any organization will maximize its

institutional autonomy and stability and be

responsive mainly to those forces which have

a power to affect it. Two forces to which the

Blue Cross boards are responsive are the pro-

viders (hospitals) and the government. The
theme of the powerlessness of the consumer of

health and hospital care is greatly overempha-

sized in my opinion, and it is here that the

polemic assumes its loudest volume. Finally

the book contends that the most disturbing

factor uncovered is the massive failure of the

public regulatory agencies to regulate either

Blue Cross or the hospitals in the interest of

consumers.

The book is in two parts and contains an

analytical description of Blue Cross and its

history and status under law and its relation-

ships to regulatory agencies, its internal gov-

ernance, and the relationship between Blue

Cross and the American Hospital Association.

The second part details the role of Blue Cross

with respect to two major problems: 1) reim-

bursement for hospital services, and 2) the re-

view of medical necessities of hospital services.

Not covered in the book is a historical per-

spective of Blue Cross as an evolving institu-

tion in our society, scarcely more than 40

years old, relatively young as institutions go.

No mention is made of the role of other regu-

latory agencies which do have an influence on

Blue Cross, such as health planning agencies

and Medicare and Medicaid regulations as

they apply to provider institutions. No men-
tion is made of the fact that no longer are

Blue Cross boards provider-controlled; this

change has occurred within the time of the

study leading to this book, and it is unfortun-

ate that this has not been included, although

perhaps to have done so would have under-

mined one of the leading contentions of the

book.

As I read the book I found it interesting

and informative in many respects since it pro-

vides insight into many of the complexities of

the problems involved in the operation of Blue

Cross in the public arena over the past 40

years. On the other hand, it lacks the socio-

logical overview with which one should assess

any changing organization which was born

of a need and which has essentially provided

to the consumer of health care services a

viable alternative to government health in-

surance in a way that has attracted a tre-

mendous voluntary subscriber enrollment —
an enrollment which speaks for the essential

satisfaction by the consumer.

That Blue Cross can do better is not to be

denied; that it will continue to evolve is cer-

tainly obvious. That the final word on health

care insurance and bureaucratic relationships

between providers and consumers has not been

reached is certainly a sociological verity which
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should have been discussed if an objective

point of view had been behind the genesis of

this book. In my opinon Professor Law has

assumed a Ralph Nader-like posture and has

bent, in language and fact, the material she

has accumulated to sustain a preconceived

judgment on the role of Blue Cross in financing

health care. It is not all bad, but all was not

said.

Norman L. Cannon, M.D.

>X IS

THE 1973 YEAR BOOK OF ENDOCRINOLOGY
edited by Theodore B. Schwartz, M.D., Will G.

Ryan, M.D., and Frank O. Becker, M.D. Year Book

Medical Publishers, Chicago. 416 pp., i 1 1 us. Price

$13.50.

The Year Book of Endocrinology—1973,

which is really the Year Book of Endocrin-

ology—1972 since it represents material re-

viewed up to January 1973, is a collection of

abstracts from the world literature. Like the

other 19 practical medical year books, it con-

tains abstracts of approximately 250 articles

selected by the editors from more than 25,000

relevant papers which appeared in the liter-

ature during the previous year.

Beginning with an intriguing article on the

latest facts (presumably) about prolactin,

which bears the provocative title of “What
You Always Wanted to Know About Prolac-

tin But Were Afraid to Ask/’ the book goes on
to abstract papers about pituitary hormones,

parathyroid glands, calcitonin, the thyroid

gland, insulin and glucagon, diabetes mellitus,

hypoglycemia, the adrenal glands, and the

gonads. The journal each article came from

is identified and the abstract contains most of

the important tables and figures from the

parent article, which are reproduced with a

high degree of clarity and accuracy. Each
abstract is followed by an editorial comment
which cross-references the article with others,

or asks a pertinent question, or merely inter-

jects an amusing note. For example, following

the review of “Amino Acid Metabolism in Lac-

tic Acidosis” which came from the Joslin

Clinic, Boston University and Yale University

Schools of Medicine, the editor states: “I see

that the batting average of ‘experts’ from the

‘Mecca’ of lactic acidosis with treatment of

this catastrophic condition is not much bet-

ter than ours.”

Because of its format, this volume can be

used to keep up with the latest in endocrin-

ology. As far as being an all encompassing

reference book, it falls short of this goal, but

that was never its intent or purpose.

This book is a worthwhile addition to the

library of anyone strongly interested in the

field of endocrinology. I would recommend
it highly for medical libraries, but would not

urge every student of internal medicine, with

a casual interest in this field, to purchase a

copy.

Nathan Blau, M.D.

% £ &

MICROBIOLOGY, 2nd ed., by B. D. Davis, R. Dul-

becco, H. N. Eisen, H. S. Ginsberg, W. B. Wood,

Jr. and M. McCarty, Harper & Row, New York,

1973. 1584 pp. Price $27.50.

The second edition of Microbiology by Davis

et al provides an up-to-date and in-depth view

of this field of biology. Recognizing the

broadened scope of microbiology, the authors

extensively rewrote the first edition adding

new chapters on molecular genetics, protein

synthesis, animal cell culture, bacterial cell

envelope, newly described viruses, and cell-

mediated immunity. They have also expanded

the chapters on nucleic acids, metabolic regu-

lation, and antibody formation. The new
material has been well integrated into the

text. The inclusion of references and addi-

tional readings at the conclusion of each chap-

ter makes this book extremely useful to those

who seek additional source material.

The book is divided into five sections. Un-
like many other multi-authored texts, there

is a smooth transition from section to section

and a consistently lucid presentation of ma-
terial. One of the strongest recommendations

for the book is the clarity with which com-

plex concepts are presented. The authors ful-
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fill their goal of “including not only what we
know but also how we came to know it.”

So much is happening in the biological

sciences that it is difficult to find a single refer-

ence which brings together and presents cur-

rent knowledge in a unified manner. This

book comes as close to achieving this goal as

can be expected. It is highly recommended

for graduate and medical students in their

first contact with microbiology. It would also

be valuable for those individuals looking for

an up-to-date reference book. The immun-

ology section is available as a separate text,

but the extra cost for the book in its entirety

is money well spent.

Diane S. Herson, Ph.D.

Dr. Herson is Associate Professor of Microbiology at the Uni-
versity of Delaware, Newark. In private life, Dr. Herson is the

wife of Stephen Franklin, M.D.

& £

MYCOPLASMA AND MYCOPLASMA-LIKE AGENTS

OF HUMAN, ANIMAL, AND PLANT DISEASES, Vol.

225, edited by Karl Maramorosch, New York

Academy of Sciences, New York, 1973. 532 pp.

Illus. Price $44.00 paperback.

The mycoplasma and mycoplasma-like

agents have produced considerable excitement

in scientific circles for the past two decades.

Clinicians have become particularly interested

in these organisms since it was demonstrated

some twelve years ago that Mycoplasma pneu-

moniae is the Eaton agent that causes primary

atypical pneumonia in man. These myco-

plasma (previously known as PPLO or pleuro-

pneumonia-like organisms) have been known
for many years to cause infection in animals.

More recently, this group of organisms has also

been shown to infect plants and insects.

While primary atypical pneumonia is the

only disease in humans unequivocally caused

by mycoplasma, these organisms have been

suspected as the etiologic agent in other dis-

eases of man. This is not surprising since vari-

ous strains of mycoplasma make up part of the

normal flora of the upper respiratory tract,

genitourinary tract, and lower gastrointestinal

tract in man.

Speculation as to the possible role of myco-
plasma in other human disease has included

the since discarded theory that Mycoplasma
pneumoniae was the stable L-form of the

Group A streptococcus and the possibility that

the T-strain mycoplasma is associated with

non-gonococcal urethritis. Other strains of

mycoplasma might be responsible for respira-

tory tract infections in humans, and for ha-

bitual abortion and infertility. However, as

mentioned above, all of these pathogenic pos-

sibilities are entirely speculative.

Considerable interest continues in the pro-

duction of satisfactory vaccines for the pre-

vention of infection due to Mycoplasma pneu-

moniae in humans. Vaccines with some pro-

tective capability have been administered to

military and civilian propulations. The usual

benign nature of mycoplasma infection and
the tendency for sporadic outbreak in the

civilian population may preclude the wide-

spread use of this vaccine. However, the fre-

quency of mycoplasma infection in the mili-

tary population (particularly in installations

with rapid turnover of personnel) makes the

production of a satisfactory vaccine highly

desirable. In addition, the occasional occur-

rence of serious infection due to Mycoplasma
pneumoniae, such as Guillain-Barre syndrome,

pericarditis, and myocarditis, prompts further

consideration of more widespread use of a safe

and effective preparation. The tendency for

Mycoplasma pneumoniae infection to disap-

pear suddenly from a community for one or

two years makes clinical evaluation of vaccine

efficacy somewhat difficult.

The volume being reviewed represents the

proceedings of the Third New York Academy
of Science Conference on the subject of myco-
plasma and related organisms. While this

volume contains valuable information for the

mycoplasmatologist and individuals interested

in research in this field, it is of little or no

value to the clinician. The only consideration

given to human involvement with the disease

is the report of field trials with the Myco-
plasma pneumoniae vaccine.

This monograph should be available in refer-

ence libraries but will be of little interest to

the clinician.

William J. Holloway, M.D.
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Speakers on

“Ask the Doctor”

“A Doctor’s

Opinion”

In the News

Thirteenth Biennial

Cardiovascular

Seminar

American College of

Physicians’ Courses

Speakers for December, 1974 on the Tuesday radio program (11:05 a.m.,

WDEL) produced by the Medical Society of Delaware are: December 3,

L. William Ferris, M.D., Pros and Cons of Vasectomies; December 10,

James M. Hofford, M.D., Respiratory Diseases and the Delaware Lung
Association; December 17, Elmer F. Fantazier, M.D., Prevention of Home
Accidents; December 24, V. Terrell Davis, M.D., Psychiatry and Com-
munity Mental Health Services in Delaware; December 31, William T.

Hall, M.D., Arthritis.

Participants for December, 1974 on the Thursday afternoon television

program (5:00 p.m., Channel 5) produced in cooperation with the Medical

Society of Delaware are: December 5, Martin Gibbs, M.D., Headaches;

December 12, Roger B. Thomas, Jr., M.D., Cholesterol and Your Health;

December 19, Alfred E. Bacon, Jr., M.D., Risk Factors in Coronary Artery

Disease.

David J. King, M.D. is the new president-elect of the Delaware Occupa-

tional Medical Association and will take office in 1976. The officers for

1975 are: President, Leroy R. Kimble, M.D.; Vice President, James F.

Flanders, M.D.; Secretary, Augusto A. Amurao, M.D.; Treasurer, George

F. Reichwein, M.D.; and Directors, Joseph A. Glick, M.D. and Bruce W.
Karrh, M.D.

Seven Delaware Surgeons initiated into fellowship in the American College

of Surgeons at its 60th annual clinical congress in Miami Beach recently

are: Bruce L. Bolasny, M.D., of Dover; Ananth P. Nabha, M.D., of New-
ark; and Edward F. Becker, M.D., Neil A. de Leeuw, M.D., Stephen H.

Franklin, M.D., Raymond R. Noble, M.D., and Charles R. Rickards, M.D.,

all of Wilmington.

Edward F. Gliwa, M.D., director of the state Division of Public Health,

has been elected to the council of the American Public Health Association’s

Health Administration Section. He will be one of six members on the

council, which is the section’s policymaking body.

CLINICAL NOTICES AND MEETINGS

The Heart Association of Greater Miami, Inc. will present a seminar on “Tools and

Techniques of the PracticingCardiologist” in Miami, Florida, December 12-14. For

further information write: Thomas J. Noto, Jr., M.D., Heart Association of Greater

Miami, Inc., 5080 Biscayne Boulevard, Miami, Florida 33137.

Two postgraduate courses sponsored by the American College of Physicians will

he held in January: “Advances in Neurology” January 22-24 in Seattle, Washing-

ton, and “Selected Topics in Gastroenterology” January 27-29 in New Orleans

Louisiana. For information contact: Registrar, Postgraduate Courses, American

College of Physicians, 4200 Pine Street, Philadelphia, Pennsylvania 19104.

A postgraduate course entitled “Current Concepts in Oncology” is scheduled for

February 3-7 in Ann Arbor, Michigan.
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First Annual The First Annual Cancer Symposium will be held at Walt Disney World, Orlando,

Cancer Symposium Florida, February 19-22. Registration forms are available at the American Cancer
Society, Delaware Division, 654-6267.

Pediatric Behavior The Department of Pediatrics of the University of Miami School of Medicine will

Management conduct a conference on Pediatric Behavior Management, February 21-22, in Miami.

Conference For further information write: Division of Continuing Medical Education, Uni-

versity of Miami School of Medicine, P.O. Box 520875 Biscayne Annex, Miami,

Florida 33152.

American College of

Chest Physicians’

Programs

A postgraduate program on “Pediatric Cardiopulmonary Problems, Diagnosis and

Management, Newborn to Young Adult” will be held in Aspen, Colorado, February
24-27. A program on “The Diagnosis and Treatment of Acute and Chronic Respira-

tory Failure” will be held in Miami Beach, February 24-28. For information write:

Bradford W. Claxton, M.Ed., Director, Continuing Education, American College of

Chest Physicians, 911 Busse Highway, Park Ridge, Illinois 60068.

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisements are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisement of a professional nature are free to members.

ORTHOPAEDIC SURGEON: MA, MB, B. Chir.

(Cambridge), FRCS&C. Available immediately.

UROLOGIST: Graduate University of Cincinnati

College of Medicine. Has had fellowship in renal

transplantation. Experienced in creation of A-V
fistulas for dialysis. Available July, 1975.

INTERNIST: Graduate of the University of the East,

Philippines. Specialized in gastroenterology at St.

Vincent’s Hospital, Conn, and Veterans Administra-

tion Hospital, Washington, D.C. Available July,

1975.

INTERNIST: Hematology fellow. Certified by FLEX
and ECFMG. Available July, 1975. Prefers group,

associate, or partnership practice.

INTERNIST: Has had Fellowship in infectious dis-

ease. Passed ECFMG in 1968. Interested in group

or hospital-based practice. Available July, 1975.

STAFF PHYSICIAN: Full-time. Student Health

Service, University of Delaware. Preference given

to training or experience in Adolescent Medicine.

Contact Marjorie J. McKusick, M.D. at 738-2226.

Position to be filled by August 1, 1975.

OPHTHALMOLOGIST: Graduate of State Univer-

sity of New York at Buffalo, School of Medicine.

Board certified. Interested in group practice in

medium- sized city. Available July, 1975.

PEDIATRICIAN: Graduate of Jefferson Medical Col-

lege. Interested in partnership or group practice.

Available July, 1975.

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerenson, •z •

ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE
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“FAT DOCTORS”

Doctors who fail to follow their own advice

regarding weight, important as it may be, are

not the subject of this article. Rather, it is

the “fat specialist’’ or “fat clinic” which has

come under recent scrutiny.

The mixture of metabolic, endocrine, and

psychological factors that enter into obesity

make it often resistant to specific medical

treatment. This, combined with the magni-

tude of the health problem over an entire

population, makes it not altogether unreason-

able for the subject to attract specialized at-

tention on the part of the medical profession.

Unfortunately, the need has also resulted in

the promotion of insufficiently tested remedies,

and has attracted quacks and profiteers.

An article in a recent issue of the Journal of

the American Medical Association drew at-

tention to the use by certain “fat clinics” of

a hormone, known as chronic gonadotropin,

which is derived from the urine of pregnant

women. The author points out that not only

is there no scientific evidence that human
chorionic gonadotropin has any efficacy in

weight loss, but these so-called clinics, which

are found throughout the country, prescribe

a dangerously inadequate diet with little or

no medical supervision. Commercialization is

the thing with these institutions, many of

them being set up on a franchise basis.

Another weight-loss scheme, almost unbe-

lievable but found to be actually in existence,

is called “staplepuncture.” This involves the

fixation of staples in the outer ears on the

theory that the “obesity nerve endings,” al-

legedly located here, would be blocked, thus

inhibiting the hunger drive. This treatment
is accompanied by a diet, and patients who
get hungry on the diet have been instructed

to wiggle the staples in their ears, and their

hunger will be eliminated! Here again there

is no follow-up, to guard against either the
effects of a dangerously low-calorie diet, or

the outer-ear infections which sometimes re-

sult.

The American Society of Bariatric Physi-

cians, a legitimate medical organization de-

voted to the study of weight problems, re-

cently made a complaint to the medical li-

censing authorities of several states about the

unethical advertising of certain weight control

organizations. One of these was running adver-

tisements in a Philadelphia newspaper which

showed a location in Delaware. These estab-

lishments appear to follow the commercializa-

tion pattern noted above, with just a gloss of

“medical supervision” to lend an air of safety

and legitimacy.

Entirely apart from the medically question-

able practices which experience has shown
exist in this type of establishment, the enter-

prise poses legal and ethical problems for those

physicians who lend their names to the

scheme. These problems center around the

“lay intermediary” and “unprofessional ad-

vertising” rules of ethics, even without con-

sidering the possibility of malpractice claims

resulting from a medically unsound weight-

loss regimen.

It would appear that weight control and

weight reduction are legitimate objectives of

medical practice. Possibly too little attention

has been given to this area by organized medi-

cine. In any event, the area has apparently

been infiltrated by individuals and groups

having the earmarks of quackery.

This situation may well indicate a need for

a bona fide medical specialty concentration.

Further, closer supervision by the Medical

Council of Delaware may be needed to help

stamp out this disease that has infected Dela-

ware.
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fbfthe Medical

Societyof Delaware
have alreadysignedup

forthe MSD endorsed
liability insurance plan.
Why such support? Because this special package from

/Etna Life & Casualty is a very practical approach to a doctor’s

needs in liability coverage. Coverage that includes

professional, office premise and catastrophe liability insurance,

all in one package. It can even be extended to cover your

professional equipment, too.

Want to know more? Contact your MSD office or the nearest

/Etna Life & Casualty agent.
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The Standard Fire Insurance Company, Hartford, Conn.
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Robert Butler Brereton, M.D., a native of Delaware, graduated from Temple Uni-

versity School of Medicine in 1965. He served both his internship and a three-year

residency in Internal Medicine at the Wilmington Medical Center. A member of

the American Society of Internal Medicine, Dr. Brereton maintains an office in the

Lombardy Medical Center, Wilmington. He resides in Wilmington with his wife

and two sons. His interests include photography, carpentry, gardening, and hand-

ball.

Joachim Chung-Chiu Ch’Ih, M.D., graduated frorm Mukden Medical College, China,

in 1924. He served an internship at St. Joseph’s Hospital, Paterson, N.J. A gen-

eral practitioner, Dr. Ch’Ih worked ten years at the Delaware Home and Hospital,

Smyrna, and now works for Student Health Services at Delaware State College in

Dover. His wife Anne and he reside on campus. His son, John, is a Ph.D. at

Hahnemann Medical College in Philadelphia.

Stephen H. Franklin, M.D., is a 1963 graduate of SUNY-Downstate College of

Medicine. He served his internship at Indiana University Medical Center and his

residency at Kings County-Downstate Medical Center. A Board-Certified Ophthal-

mologist, Dr. Franklin has an office at 1303 Delaware Avenue, Wilmington. He
and his wife reside in Brandywood, Wilmington. His hobbies include woodworking
and photography.

Paul L. Ramsey, M.D., graduated from Indiana University Medical School in 1964.

He served an internship at Denver General Hospital and completed his residency at

Albany Medical College, Albany, N.Y. A Board- Certified Orthopedic Surgeon, Dr.

Ramsey is affiliated with the Alfred I. duPont Institute. He, his wife, and their

son and daughter are Wilmington residents.

Floro M. Resurreccion, M.D., graduated from the University of the Philippines in

1962. He served an internship at Chester County Hospital, West Chester, Pennsyl-
vania, a three-year residency at the Wilmington Medical Center, and a fourth year
at Montefiore Hospital and Medical Center, Bronx, N.Y. Specializing in Gastro-

enterology. Dr. Resurreccion has an office in the Professional Building, Wilmington.
He and his family reside in Linden Hill. His hobbies include fishing, golf, and
photography.

MEDICAL SUITES AVAILABLE

1003 Delaware Avenue, Wilmington

740 Square Feet and 1180 Square Feet

Near Delaware and Memorial Divisions

Close to 1-95 Parking on Premises

RENT REASONABLE

Call Dr. Peter J. Olivere, 655-2703
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According to her major
symptoms, she is a psychoneu-

rotic patient with severe

anxiety. But according to the

description she gives of her

eelings, part of the problem
may sound like depression.

This is because her problem,

although primarily one of ex-

cessive anxiety, is often accom-
panied by depressive symptom-
atology. Valium (diazepam)

pan provide relief for both—as
the excessive anxiety is re-

lieved, the depressive symp-
oms associated with it are also

often relieved.

There are other advan-

ces in using Valium for the

anagement of psychoneu-
ic anxiety with secondary

Repressive symptoms : the

psychotherapeutic effect of

Valium is pronounced and
rapid. This means that im-
provement is usually apparent
in the patient within a few
Rays rather than in a week or

two, although it may take

longer in some patients. In ad-

dition, Valium (diazepam) is

generally well tolerated; as

with most CNS-acting agents,

caution patients against haz-

ardous occupations requiring

complete mental alertness.

Also, because the psycho-
neurotic patient’s symptoms
are often intensified at bed-

time, Valium can offer an addi-

tional benefit. An h.s. dose

added to the b.i.d. or t.i.d.

treatment regimen can relieve

the excessive anxiety and asso-

ciated depressive symptoms
and thus encourage a more
restful night’s sleep.

For further information

on this subject, the following

references are provided:
1 . Henry BW, et al: Dis Nerv

Syst 50:675-679, Oct 1969.

2. Hollister LE, et al: Arch Gen
Psychiatry 24:273-218, Mar 1971.

3. Claghorn J: Psychosomatics
11 \43 8-44 1 ,

Sept-Oct 1970.

'• f *
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Milium
2-mg, 5-mg, 10-mg tablets

in psychoneurotic

anxiety states

with associated

depressive symptoms

l

i

surveillance because of their predisposi-
tion to habituation and dependence. In

pregnancy, lactation or women of child-

faring age, weigh potential benefit
against possible hazard.

Precautions: If combined with other psy-
Photropics or anticonvulsants, consider
carefully pharmacology of agents em-
ployed; drugs such as phenothiazines,
narcotics, barbiturates, MAO inhibitors
and other antidepressants may potentiate
Paction. Usual precautions indicated in

ftients severely depressed, or with latent
pcpression, or with suicidal tendencies.

Observe usual precautions in impaired

renal or hepatic function. Limit dosage to

smallest effective amount in elderly and
debilitated to preclude ataxia or over-

sedation.

Side Effects: Drowsiness, confusion, diplo-

pia, hypotension, changes in libido, nausea,

fatigue, depression, dysarthria, jaundice,

skin rash, ataxia, constipation, headache,

incontinence, changes in salivation,

slurred speech, tremor, vertigo, urinary

retention, blurred vision. Paradoxical re-

actions such as acute hyperexcited states,

anxiety, hallucinations, increased muscle

spasticity, insomnia, rage, sleep disturb-

ances, stimulation have been reported;

should these occur, discontinue drug. Iso-

lated reports of neutropenia, jaundice;

periodic blood counts and liver function

tests advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley. New Jersey 07110
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AMERICA— GROW UP

For the past several years at least, most thoughtful Americans have real-

ized that their government has grown too big. Despite this realization and
despite the fact that Presidents and Congressmen as well as the great major-

ity of the voters proclaim the need to control this growth, government keeps

getting bigger and bigger.

In 1947 government spending (federal, state, and local) totaled 23% of

the aggregate personal income. This figure rose to 35.6% in 1960. By 1970

it was 41.7% and in 1973 it was 43.3%.

How can this happen? How can big government continue to get bigger

while almost everyone wants it to get smaller?

Ask anyone—John Q. Public or his congressmen, “Should we raise taxes

still further?” He will say no. But, ask if we should increase veterans’

benefits; he will say yes. Ask if we should continue our policy of deficit

spending and he will say no; but, ask if we should spend more to help the

needy, and he will say yes. Ask if we should become a socialistic nation.

The likely answer is no. Now ask if medical care is a God-given right of

every citizen which should be provided by the government at essentially no

charge to the recipient. What do you think the answer will be?

How can we explain this apparent conflict? How can we continue to follow

our present course when there is good evidence that the consequences are

total destruction of our currency, shattering of our economy, and significant

risk of a consequent sacrifice of our personal freedom and serious disruption

of social order? I think I know the answer. In my view, the people of this

country think only of the short term. Long-range effects are ignored.

Our attention has always been focused on today’s needs and today’s wants.

If someone were to object to eating tomorrow’s bread today (as we have

done), this objection would probably be dismissed as theoretical, academic,

and impractical.

But, yesterday’s theory is today’s reality and long-term consequences may
hatch slowly, but hatch they will.

I have read that the inability to forego immediate satisfaction in order to

achieve eventual benefit is characteristic of infancy. Thus, the title of this

editorial in my admonition for us all— America— grow up.
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THE PENSION REFORM ACT
AND DOCTORS

PART II

Leif C. Beck, LL.B.

Vasilios J. Kalogredis, J.D.

Last month we mainly explored the effects

of the Pension Reform Act of 1974 on medical

practices other than in the traditional pro-

fessional corporation form. They consisted of

changes in Keogh plan rules and the estab-

lishment of new “individual retirement ac-

counts” (IRA’s) and of improvements in a

modified corporate form known as “subchap-

ter S corporations.”

This month we hope to provide some back-

ground for our readers who are incorporated

and thus are concerned about the Act’s impact

on their retirement plans and benefits antici-

pated thereunder. In the course of this dis-

cussion, of course, the article should be simi-

larly useful to those people presently con-

sidering converting to professional corpora-

tions.

1 . Limits on Contributions

An incorporated doctor’s main question

Messrs. Beck and Kalogredis are the principal consultants of
Management Consulting for Professionals, Inc., Bala Cynwyd,
Pennsylvania.

about the Act is undoubtedly whether it will

affect the amounts which may be contributed

to his retirement plans. In most cases, the

answer will be “no” although extremely high-

income physicians will in fact become re-

stricted.

Most professional corporations, and almost

all those under our advice, maintain plans

which the new Act calls “defined contribution

plans.” These may be either profit-sharing

plans or “money purchase” pension plans or

both, neither of which depends upon employee

ages or actuarial input. As to such defined

contribution plans, the maximum amount

which may be contributed for any employee

in a year is essentially the same 25% of total

corporate compensation as in the past.*

There is, however, a new dollar limit im-

posed upon contributions for any one employee

under such a plan or plans. Not more than

*The contribution limit for a profit-sharing plan by itself is, as

before, 15% of the covered employees’ compensation. Thus, to

achieve the 25% maximum a profit-sharing plan will have to be

combined with a money purchase pension plan.
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$25,000 may be contributed regardless of the

percentage involved. The net effect, of course,

is to limit the amount which may be contri-

buted for an employee whose salary is over

$ 100 ,
000 .

Those doctors participating in the other

type of retirement plans, now called “defined

benefit plans,” and even less affected by the

Act. These are the plans which we have in

the past called “fixed benefit pension plans”

and which rely both upon variations in em-

ployees' ages and upon rather complex ac-

tuarial principles. In these situations, the

new limit is expressed as a function of what

each employee’s actual pension will be when
he retires. His pension benefit may not ex-

ceed the lesser of $75,000 per year or 100% of

the average of his highest three years of salary.

The amount which may thus be contributed

for an employee-physician each year will, of

course, depend on his age, but we doubt that

this new limit on benefits will adversely af-

fect the amounts being contributed for most

doctors in “defined” or “fixed” benefit pen-

sion plans.

The new Act is particularly generous in

permitting both dollar limits ($25,000 for de-

fined contribution plans and $75,000 for de-

fined benefit plans) to be adjusted annually to

reflect increases in the cost of living. The
measuring period is the calendar quarter just

ended December 31, 1974, and hence if in

1975 the selected index is 10% higher, we pre-

sume the following year would also be 10%
higher. The adjustment rules are to be de-

veloped by the Treasury Department in regu-

lations which will probably not be proposed

or adopted for many months.

There are also special rules applying to cor-

porations which might adopt both a defined

benefit and a defined contribution plan. Since

some professional corporations have found this

to be a desirable combination, these special

rules are important to some doctors. Further-

more, the extremely high income physician

who is perhaps 50 years old or older might

find such a combination to be a means of set-

ting aside more than the $25,000 defined con-

tribution figure each year.

So long as the corporate plan itself was in

full effect before the Act became law, these

new rules will not become effective for a con-

siderable time. They will first apply to the

corporation’s fiscal year beginning after De-

cember 31, 1975. If a doctor’s corporation is

on a June 30 fiscal year, therefore, no changes

would be required as to contributions or bene-

fits until the year which begins July 1, 1976

and ends June 30, 1977. Any plans now or

hereafter adopted must, of course, conform to

the new rules in order to be approved by the

IRS.

2. Eligibility—Who Must Be Covered

Pension experts have generally been alarmed

that the Act’s new rules on eligibility will be

costly to most employers, but that fear doss

not extend to most professional corporations.

We believe, in fact, that the new eligibility

rules are generally quite favorable to our

clients.

Under the new rules, for a person to com-

mence plan participation, a plan must not re-

quire his employment beyond the later of (a)

one year of employment, or (b) his 25th birth-

day. Virtually every professional corporation

presently has far more liberal eligibility rules

already, and hence the new provisions will

normally be highly satisfactory. It is not yet

clear whether such existing corporations will

be allowed to amend their plans to fit the new
rule if to do so would be contrary to present

or future aides’ interests (which would typic-

ally be the situation among professional cor-

porations). At any rate, the rule changes in

this regard are certainly not cause for serious

change in any physician’s thinking about pres-

ent or future corporate arrangements.

There is an alternative eligibility rule which

might become valuable to professional corpor-

ations. Under it, a plan may exclude any em-

ployee from participation for up to three years

after his or her employment if his or her bene-

fits are thereafter always “nonforfeitable.”

This is equivalent to the present Keogh rule

which so often permits a doctor to exclude one

or several of his short-term aides from Keogh
participation. Since upon incorporation, how-
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ever, a doctor is as new an employee as his

aides, a three-year waiting period would cut

against him as well—explaining why profes-

sional corporation plans invariably cover em-

ployees with only a few months of service.

Several recent court decisions have ruled

that a person’s service as a sole proprietor or

partner may be counted as “service” when that

business or practice incorporates. If this should

become established firmly in the law by more

decisions, or if it should be accepted by the

IRS in its regulations, then the three-year

waiting period alternative would become sig-

nificant to new professional corporations. A
doctor could then incorporate and continue

the same three-year waiting period he might

currently have in his Keogh plan. It is pre-

mature to assume this development except for

a doctor who is willing to have the question

taken to court, but we hope the IRS will adopt

the newer posture.

Doctors must also be aware that the Act has

in effect imposed a new definition of “full-

time” employment. Both corporate and

Keogh plans have traditionally excluded all

part-time employees by requiring a person’s

“customary employment” to be at least 20

hours per week during at least five months of

the year. This definition was subject to con-

siderable misinterpretation and/or abuse. Un-

der the Act, however, any person employed

for 1,000 hours in the year must be treated as

having a year of service.

This new 1,000-hour rule will probably pull

into pension participation a variety of medical

practices’ marginal aides. It will also cause

a practice to keep rather careful records of

cumulative hours worked by part-time em-
ployees who are not intended to be in the re-

tirement program.

As to plans in existence before the beginning

of 1974, these new rules will similarly not ap-

ply until fiscal years beginning after Decem-
ber 31, 1975. Any plans adopted during 1974,

and obviously any plans hereafter drawn, must
meet the new rules.

3. Vesting Requirements

Just as with eligibility, the Act has actually

improved matters for most professional cor-

porations insofar as “vesting” is concerned.

Existing law had left it to each local IRS of-

fice to determine whether a corporation may
establish a certain vesting schedule, the cri-

terion in each case being whether that schedule

might be “discriminatory” against the lower

paid, non-supervisory employees— the aides.

In almost every case involving small medical

corporations, the IRS required vesting over a

fairly fast schedule because of the presumed

turnover rate among aides.

A “vesting schedule,” by the way, is simply

the schedule of time over which a person’s

financial interest in the plan would be irrevoc-

ably his or hers even if that person should

then leave the practice for another job. It is

the schedule over which an employee’s plan

account becomes “nonforfeitable,” using the

Act’s new term for vesting. The schedule must,

of course, be the same for all employees of a

company—both the doctors and the aides.

Since most large commercial companies were

able to maintain plans with almost no vesting

until actual retirement, Congress felt the need

to legislate specific minimum vesting schedules.

These new schedules are, however, less restric-

tive than professional corporations had typic-

ally been allowed to establish. Hence, the Act

allows most medical practices to extend con-

siderably the time before an employee’s plan

interest must be “nonforfeitable.” Since

amounts forfeited when an employee leaves

the practice usually inure either directly or in-

directly to the benefit of the doctors, the new
vesting provisions are generally favorable to

professional corporations.

No useful purpose would be served here by

explaining the three alternative vesting sched-

ules authorized by the Act. Suffice it to say

that under one of them, the “rule of 45,” a

doctor age 50 might be fully vested even if

with the corporation for only a couple of years.

His newly hired aide who is 35 years old might

not, however, become fully vested for another

ten years. This could not have been accom-

plished before the Act, but such are the strange

workings of pension law.
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The three new alternative vesting arrange-

ments are merely minimum standards all plans

must meet. No one of the three is uniquely

the best for all medical practices, and hence

each incorporated doctor will have to consider

with his advisors which choice to be made for

his own plan. Furthermore, many professional

corporations will wish to maintain their pres-

ent schedules rather than amend downwards

to meet the new minimum rules. For instance,

a fair number of small medical corporation

plans provide for immediate or nearly immedi-

ate full vesting since the doctors themselves

want to assure that their own interests will not

be forfeited if any of them should change em-

ployment. Taking advantage of the Act’s new
rules would not be desirable in such situa-

tions.

4. Funding Requirements

“Defined benefit” plans, the type which re-

quire actuarial calculations, have always been

much more complicated to handle than our

preferred “defined contribution” plans. The
Act has now increased still further the com-

plexity of defined benefit plans to the point

that we are flatly opposed to their use in all

professional corporation cases unless there are

overwhelming economic advantages involved.

The various new funding requirements for de-

fined benefit plans will thus not be discussed

in this article.

The new law does provide a new break in

the timing for making tax-deductible contri-

butions to any type of plan. It permits all

employers, including those on a cash basis of

accounting, to make and deduct contributions

for a year even after that year has ended. They
will still be deductible if made within a “grace

period,” which runs until the date for filing

the corporation’s income tax return for that

year (including extensions). This will be a

real break for physicians and their advisors

since almost all medical practices operate on a

cash accounting. It should reduce somewhat
the very difficult year-end calculations of pen-

sion and profit-sharing contributions which
were so often mere guesses made before real

accounting information was actually on hand.

In taking advantage of the new “grace

period” rule (which, by the way, does not be-

come effective for several years in the case of

pre-existing plans), doctors and their advisors

should be careful to avoid a possible tax trap.

In any profit-sharing plan calling for annual

decisions on amounts to be contributed (a

“discretionary” profit-sharing plan), the lia-

bility must be established before the year act-

ually ends if a grace period contribution is to

be deductible. The IRS maintains that this

liability is created only when the Board of

Directors has authorized the amount to be

contributed and the undertaking has been

communicated to the employees concerned.

Therefore, if a medical corporation decides to

delay contributing until the grace period, it

should be sure these two steps have been taken

in writing (for proof in case of an IRS audit)

before the fiscal year ends.

5. Fiduciary Standards

One of the main reasons for the Act’s adop-

tion was reports of widespread misuse of cor-

porate retirement funds. The employing com-

panies and persons who controlled those com-

panies had too often caused the trust funds to

be used for purposes not particularly for the

“exclusive benefit” of the employees covered

by the plans. Therefore, a very strict new
set of fiduciary standards have been set forth,

and they will be enforceable by the US De-

partment of Labor as well as by the IRS.

The new law broadly defines “fiduciary” to

include any person who exercises any discre-

tionary control with regard to the manage-

ment or administration of the plan of its assets,

or who renders investment advice to the plan

for a fee or other compensation. These people

will be subject to a strict “prudent man” rule

in the discharge of their duties. For example,

the plan fiduciaries must diversify the plan as-

sets so as to minimize the risk of large losses,

unless it would clearly not be prudent to do

so under the circumstances. This will cause

serious question whether a small corporate

plan may, for instance, invest most of its

moneys in a piece of land or a single stock

—

an approach taken by quite a few doctors’

plans to date.

A fiduciary who breaches the fiduciary
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standards may be subject to personal liability

for the breach. Furthermore, a co-fiduciary

could also become liable for the other’s breach

unless he exercised his own efforts to stay in-

formed and make his own decisions. Simply

put, more care than ever must be exercised in

this area; it becomes imperative to seek expert

advice before taking any steps that are even

slightly questionable since the potential for

civil liability is present. The Act also makes

any provisions in the plan or trust agreement

relieving a fiduciary from responsibility for

breach of his duties void and ineffective.

Along with the general requirements of

fiduciary care, the Act sets forth a specific list

of absolutely “prohibited transactions.” Under

this list, a pension or profit-sharing fund may
under no circumstances enter into these deals

with a “party in interest”: the sale of any

property, the leasing of any real estate or

equipment, the lending of cash or credit, etc.

And the list of persons defined as “parties in

interest” is long enough to include almost any-

one closely tied to the corporation: the cor-

poration itself, its officers, directors, 10% or

more of the shareholders or highly paid em-

ployers, certain family relatives of such per-

sons, commonly controlled separate businesses,

etc.

Suffice it to say that any doctor considering

some special use of his corporate (or Keogh)

retirement fund should be sure to clear it with

his advisors before doing so. The old ideas

of having his plan purchase land for the cor-

poration’s new medical building, of having his

plan invest in a mortgage on his own home,

e:c. should now be taboo.

There is one major exception by which a

doctor might still make some personal use of

his retirement fund. A trust may still lend

money to a participating employee even if he

is a “party in interest.” However, such loans

must be available to all participating em-

ployees on a non-discriminatory basis (in-

cluding the amounts made available for bor-

rowing which need not be restricted by the

participant’s vested interest in the plan), must
bear a reasonable rate of interest, and must
be adequately secured.

A physician should not read much real op-

portunity into this borrowing permission. To
comply with the Act, any such loan must be

repaid within a reasonable period of time, and

any signs of self-dealing might spell real

trouble. Therefore, unless a physician is will-

ing to treat the loan from the plan as he would

a loan from a bank, then we urge that he not

borrow from the plan. If he considers his

borrowing from the plan a convenience to him-

self, we have rarely found his thereafter paying

it back to be a convenience. We consider it

preferable for a doctor to assume the money
is absolutely unavailable so he will resist any

temptations which could lead to greater

trouble.

6. Disclosure Requirements

The Act calls for extensive additional report-

ing to both the IRS and the Labor Depart-

ment. These requirements are not of a substan-

tive nature but will result in additional pro-

cedural burdens on plans and their advisors.

Some of the new rules, by the way, require in-

formation to be submitted periodically to all

employees participating in the plans—some-

thing which small professional corporations

have typically ignored in the past. All plans

must comply with the various new reporting

provisions, whether one employee or thous-

ands are involved.

In addition to the details these new require-

ments impose, they will undoubtedly add con-

siderably to the costs of administering retire-

ment plans. Where the plans are trusteed by

banks, we would assume their compensation

schedules will have to be increased. Where
the plans are trusteed instead by individuals

(usually the doctors themselves), the fees

charged by accountants and pension adminis-

trative companies will similarly be increasing.

Conclusions

This article has barely scratched the sur-

face of one of the most complex pieces of legis-

lation written. Despite that complexity, how-

ever, the Pension Reform Act will not usually

present overwhelming problems to any but a

handful of incorporated physicians. It may
discourage some marginal-income physicians

from incorporating since the Keogh plan al-
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ternative is so improved, but most doctors

should find it no serious factor in deciding

whether to incorporate.

Finally, the Act’s many provisions will re-

quire every existing plan (both corporate and
Keogh) to be amended extensively. Some of

these amendments may be required in the near

future, while others may be deferred for up-

wards of two years. Lawyers’ efforts involved

in amending each plan and then having each

revised plan approved anew by the IRS will

be time-consuming and costly. Since the work

and expense involve little that is seriously

adverse to medical corporation, however, we
believe they should be tolerated with a sense

of relief. Considering how severely early drafts

of the Act would have treated professional cor-

porations, the end result is a good one.

£ & %

'QdltoriaU

RESTRUCTURING THE SOCIETY

We have lost as chairman of the Committee
to Implement Restructuring the Society an

excellent administrator and organizer in Her-

bert Baganz, M.D. Thus it becomes neces-

sary to regroup and reconsider.

In 1955 a restructuring speech was delivered

as a portion of Dr. Lewis B. Flinn’s Presi-

dential Address. Dr. Flinn has been asked to

be a member of the committee to add renewed

purpose and direction for its future work.

Ideas for restructuring, though solicited,

have been slow to reach the committee’s hands.

It is possible that each physician, as a single

member, may have the feeling that it is difficult

to have his opinion considered by the com-
mittee. In order to set aside all doubts con-

cerning the sincerity of your Restructuring

Committee in wanting to contact you, the

committee is asking for the privilege of meet-
ing, as a panel, at a future meeting of each
county society to discuss the problems in re-

vamping the entire State Society. It is hoped
that such one-to-one contact will bring out
both new ideas for restructuring and methods
for implementing change in our Society.

R.J.B.

OF FREE WILL

PSRO proposes to have done by govern-

mental edict what physicians who have joined

together in foundations for medical care are

already doing elsewhere of their own free will,

and better, without interference from above.

National Health Insurance is in the offing.

Already here is Blue Shield’s introduction of

“Hold Harmless” group insurance which

quietly attempts to force all physicians to be

Blue Shield participating, willy nilly.

Free will is of the essence in our valued phy-

sician-patient relationship, free will on part of

both physician and patient.

Elsewhere in the United States, from San
Joaquin, California, eastward, physicians have

joined forces successfully in foundations fof

medical care to preserve this free will.

If we are not to proceed in this direction in

Delaware, somehow a way must be found to

preserve for us a strong voice in how medical

care will be delivered.

Jason L. Campbell, M.D.
David Platt, M.D.
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PROCEEDINGS OF THE

HOUSE OF DELEGATES, 1974

MEDICAL SOCIETY OF DELAWARE

The 18 5th Annual Session of the House of Dele-

gates, Medical Society of Delaware, was called to order

at John M. Clayton Hall, Newark, Delaware, on Fri-

day, October 25, 1974, at 1:00 P.M., William J.

Vandervort, President, presiding.

Secretary Hearne took the roll call, and a quorum
was declared.

A motion was made, seconded, and approved to

accept the minutes of the 1973 Session.

(All reports were accepted as published unless

otherwise noted.

)

REPORTS OF THE OFFICERS

REPORT OF THE PRESIDENT

The last twelve months have been busy ones with

a broad spectrum of activity for the Medical Society

of Delaware. More and more business comes before

the Medical Society involving the economics and poli-

tics of medicine, as well as the practice of medicine.

The expertise of the Medical Society must be expanded

accordingly to deal with these sophisticated and com-

plex problems.

Federal legislation was one of our most active areas.

National Health Insurance is still multifaceted with

some six bills under discussion. The experts say it

is not "if” but "when” regarding National Health

Insurance. The House Ways and Means Committee
is split on this issue, but the AMA’s Medicredit has to

date received the most backing.

The Health Professions Educational Assistance Act
was passed, but the Beall amendment passed while

the Kennedy amendment failed (Kennedy would
have required Federal relicensure of all physicians,

regulation of residencies, etc.) Senators Biden and
Roth both voted for the Beall amendment and against

the Kennedy amendment.

The Roy-Rogers bill to make medicine a public

utility was defeated.

Eighteen amendments concerning PSRO were pre-

sented to the Congress by the AMA. These amend-

ments are all under study at this time.

PSRO is being implemented in Delaware as reported

to you in the State Journal. We have a planning

grant and consultants and are actively setting up the

PSRO mechanism. The Delaware Foundation for

Medical Care has as its only function the setting up

of the Delaware PSRO Foundation. In the near

future, you will have the opportunity to vote for this

organization and its officers and to become a member
if you so desire. Two members of each hospital Utili-

zation Committee are on this Foundation, and they

will set up Peer Review according to local standards.

Each specialty and subspecialty will have input into

this committee before these standards are set.

Blue Cross and Blue Shield of Delaware, Inc. have

withdrawn their financial support of the Delaware

Foundation, and its future will be discussed over the

next year.

We have regular communication with the offices of

our two Senators and our U.S. Representative, and

their offices have been most helpful in obtaining in-

formation and political judgments for us. This is a

vital area, and it must be continued if we are to be

effective in Federal legislation.

We have also been active in medical legislation at

the State level. We backed Representative Weiss in

his campaign to assist the migrant laborer get im-

proved health care. We had a meeting with Governor

Tribbitt and presented to him our views on fluorida-

tion, but we were not able to convince him and this

law has been changed. Each municipality that is not

now fluoridated must have a referendum before fluori-

dation can be implemented. The new Medical Prac-

tice Act was not acted upon in this last session be-

cause of the conflict over the physicians’ assistants.

It will be recommended that this Act be re-presented

with that section deleted at the next session of the

State Legislature.

The Medical Society was active in working with

our State government and private dealers to obtain
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emergency gasoline supplies during the critical period

last winter. I feel shortages will be handled more

smoothly in the future, now that we have a mechan-

ism for dealing with them.

The Cost of Living Council and Phase IV restric-

tions were abolished. Much time was spent in this

area, and I feel the AMA and the Medical Society

were instrumental in doing away with the prejudicial

treatment of physicians under Phase IV. We en-

couraged the AMA in their law suit over this discrim-

inatory treatment, and I feel one reason price control

was deleted was that the government knew we would

win our suit. Senator Biden’s office was especially

helpful in assisting us to obtain vital input in this

area. We must continue to be alert in the future on

the reinstitution of price control.

We have met with the top echelon of Blue Shield

on a quarterly basis, and I feel this has been most
helpful to both sides. We have many agreements, but

we continue to have major disagreements. We have

discovered that the motor contracts contain a hold

harmless clause. This does not affect a participating

physician, but if a non-participating physician’s fee

is more than the usual and customary charge, as de-

termined under the prevailing fee program, the phy-

sician may not bill for the difference. In fact, Blue

Shield is obliged to assist the patient in suing the doc-

tor if the patient is billed the difference. Two special

meetings are to be held on this subject prior to the

House of Delegates meeting, and this subject will be

completely discussed at the House of Delegates.

Doctor Peter Coggins has invested all of our funds

in more active, although still safe, accounts and has

increased our interest yields dramatically.

The Committee to Implement Restructuring the

Society has presented many ideas to us for our con-

sideration, and these will be discussed at the House
of Delegates.

A Confraternity organization and the Benevolent

Fund for ill physicians and their families are under
discussion. Details from other states have given per-

spective to this issue and a resolution will be so pre-

sented.

These then represent some of the major items that

have taken a large portion of our time during this

year. I feel the Board of Trustees is a well-balanced

board, and a broad spectrum of input is maintained.

A healthy, active Medical Society representing your
interests and the patients’ interests is vital to the

health future of Delaware. Be active in the state

committees, let the Board of Trustees know your
opinion, and our organization will continue to guard
the freedom of medical practice and the integrity of

medical practice in Delaware.

William J. Vandervort, M.D.
President

REPORT OF THE VICE PRESIDENT

The Vice President had the privilege of represent-

ing the President as a representative from the Medical

Society of Delaware at the annual Sports Seminar at

the University of Delaware, held at the University of

Delaware on Saturday, January 19, 1974.

This is the fifth Sports Seminar, sponsored by the

Medical Society of Delaware and the University of

Delaware. The seminar was attended by coaches,

trainers, and students throughout the state.

The Vice President was also privileged to represent

the President at the annual meeting of the Woman’s
Auxiliary of the Medical Society of Delaware at their

annual meeting on April 24 at the Mapledale Country

Club in Dover.

David A. Levitsky, M.D.
Vice President

REPORT OF THE SECRETARY
Ninety-three meetings including today’s meeting

were held during this past year. Ten meetings were

devoted to the transaction of business matters by the

Board of Trustees; in addition, there were seventy-

eight committee meetings for which preparations were

made by the Society office. There was a seminar at

the University of Delaware entitled "Medical Aspects

of Sports.” The dinner dance will be held October

26th at Wilmington Country Club. All business

transacted by the Society has been recorded in the

minutes as presented by the Secretary.

The total membership as of October 1 is as follows:

1974

Dues-Paying

Members
Dues-Exempt

Members Total

Kent 60 7 67

New Castle 394 65 459

Sussex 75 10 85

529 82 611

1973

Dues-Paying

Members
Dues-Exempt

Members Total

Kent 48 6 54

New Castle 392 61 453

Sussex 68 8 76

508 75 OO

The Society has had inquiries from 71 out-of-state

physicians, nurses, and 3 physician’s assistants seeking

placement in Delaware plus 7 inquiries received via

AMA. The office has corresponded with these per-

sons and acted as the liaison between them and local

physicians who are seeking associates or aides. Corn-
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plimentary ads have been placed in the Delaware

Medical Journal for doctors seeking local opportuni-

ties. The office requests that doctors who are seeking

associates so inform it.

Calvin B. Hearne, M.D.
Secretary

REPORT OF THE TREASURER

In an effort to place the finances of your Society

on a continuing sound financial basis, we have insti-

tuted major changes of which you should be apprised.

Firstly, these monies received by the Society in the

form of dues and Blue Cross payments have been in-

vested in treasury bonds in an effort to obtain maxi-

mum interest yields. This has been handled by the

Delaware Trust Company with the dues payments

being staggered so that the necessary funds can be

forwarded to Blue Cross-Blue Shield of Delaware as

well as utilized for management of the Society’s out-

standing debts.

Secondly, the securities held by the Society, some

of which dated back to the early 1900’s, have been

turned over to Mr. Richard West of Brittingham,

Inc. to manage as a discretionary account in an effort

to obtain maximum growth so that the eventual yield

of the securities to the Society will be maximally in-

creased. Because of the changes year to year of the

stewardship of the Society’s funds, it was our feeling

that a continuing manager with expertise in this area

would better serve your interests. Brittingham, Inc.

has consented to do this at no charge to the Society.

The report of the Treasurer for 1973-74 is in two
sections. The first consists of a statement of income

and expenses for the twelve months of calendar 1973.

This has been prepared by Haggerty and Haggerty,

certified public accountants, and is presented from
their 1973 audit of the Society’s accounts. The audit

consists of a combined statement of the financial con-

dition at December 31, 1973, a comparative state-

ment of cash receipts and disbursements for the years

ended December 31, 1973 and December 31, 1972,

budgetary statement of revenue and expenditures for

the year ended December 31, 1973, a statement of

cash receipts and disbursements for the year ended

December 31, 1973, and a statement of securities

owned at year’s end and income therefrom during

the year.

This examination was made in accordance with
generally accepted accounting principles and accord-

ingly included all procedures felt necessary in the

circumstances.

Cash in banks, recorded receipts and disbursements,

and income earned on securities owned during the

year were all verified by references through proper

channels.

House of Delegates Proceedings, 1974

Part II of this report is a statement of income and

expenses for the first nine months of 1974 and has

not yet been audited for the year. A review of the

expenses of the first nine months of the current ad-

ministrative year and an estimation of the expenses

for the final three months indicate that the individual

budget accounts are sound.

MEDICAL SOCIETY OF DELAWARE

GENERAL FUND

STATEMENT of REVENUE and

EXPENDITURES

For the Year Ended December 31, 1973

Revenue: Realized

Operating:

Dues $ 65,933.00

Dividends and interest 9,326.56

Addressograph 70.80

$ 75,330.36

Contra

:

AMA dues $ 43,615.00

DMJ subscriptions 3,174.00

Scholarships 2,560.00

AMA dues rebate

Annual meeting:

441.10

Exhibits 1,955.00

Banquet ticket sales 3,650.50

Grants 3,027.07

Reimbursed expenses 2,301.02

Rosters 6.00

House of Delegates 270.00

Kent County 1,000.00

Sussex County

$

685.00

62,684.69

TOTAL REVENUE

Expenditures
Operating:

$138,015.05

Expended

Salaries $ 37,685.38

Employer taxes 1,229.87

Employee benefits 2,600.17

Hospitalization 1,724.78

$ 43,240.20

Office operation:

Contribution to Academy $ 4,45 5.24

Printing, postage & stationery 6,886.10

Telephone and telegrams 1,613.07

Audit 500.00

Office expenses 636.50

December, 1974 625



Delaware Medical Journal

Renovation 349.00

$ 14,439.91

Travel:

AMA delegate $ 852.17

Contingency (officers—staff) 2,456.00

$ 3,308.17

Contributions, dues and subscriptions:

Blood Bank 309.00

AMA—Aces and Deuces 75.00

Delaware Better Business Bureau .... 75.00

Medical Society Executive

Association 70.00

Delaware State Chamber of

Commerce 100.00

Presidents and presidents-elect 25.00

Contingency contributions 712.50

Contingency Education Seminars .. 1,500.00

$ 2,866.50

Other:

Committees and contingency fund $ 5,383.12

Legal counsel 2,074.8 5

Miscellaneous $ 309.92

$ 7,767.89

$ 44,165.00

311.30

2.500.00

3.147.00

8,612.87

4,663.64

1
,
000.00

690.00

$ 65,089.81

TOTAL EXPENDITURES $136,712.48

EXCESS (DEFICIT) REVENUE
OVER EXPENDITURES $ 1,302.57

General Fund
Balances, January 1, 1973 $ 9,192.3 8

Receipts:

Interest earned 1,411.72

Transfers 57,020.00

$ 58,431.72

$ 67,624.10
Disbursements:

Transfers 62,000.00

Balances, December 31, 1973 $ 5,624.10

Statement of Securities Owned at December 31, 1973

and Income Therefrom During the Year

Face

Value Market

and/or Book Value Value Dividends

Shares Stocks 12-3 1-73

117 Bank of Del-

aware, capital,

12-31-73 Exhibit B

par $10.00 $ 1,520.53

22 5A Continental

American Life

Insurance Co.,

$ 3,510.00 $ 193.05

par $10.00 1,130.50

40 E. I. duPont

de Nemours &
Co., $4.50 pfd.,

3,009.38 179.25

no par 4,741.03

20 Eastman Ko-
dak Co.,

2,570.00 180.00

par $2.50 1,377.00

200 Farmers Bank
2,320.00 32.00

of the State of

Delaware, capi-

tal, par $5.00 ..

24 General Mo-
1,013.94 3,200.00 158.00

tors Corp.,

$5.00 pfd., no

par

100 Minnesota

2,839.04 1,632.00 120.00

Mining & Man-
ufacturing

Co., no par

100 Texaco, Inc.

4,277.69 7,800.00 77.50

par $6.25

203.088B Warn-
4,045.28 2,937.50 129.00

er-Lambert Co.,

par $1.00 4,227.19 7,590.41 148.50

$25,172.20 $34,569.29 $ 1,217.30

(A) Received 75 shares in a 3 for 2 stock split.

(B) Received 100 shares in a 2 for 1 stock split.

(C) Dividends for the year were used to repurchase

3.088 shares of stock being held by the disburs-

ing agent.

Contra Funds
RECEIPTS
AMA Dues $45,310.50

Kent County Dues 1,200.00

Sussex County Dues 730.00

Delaware Medical Journal 3,135.00

Scholarships 3,322.50

Dues Rebate 636.19

Roster 549.00

Annual Meeting

Exhibits 2,862.50

Grants 1,700.00

Ticket Sales 1,589.00

$61,034.69

Contra:

AMA dues

AMA dues rebate

Scholarships

DMJ subscriptions

Annual meeting

Reimbursed expenses

Kent County
Sussex County
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Reimbursed Expense 4,708.49

TOTAL RECEIPTS $65,743.18

DISBURSEMENTS
AMA Dues $45,100.00

Sussex County Dues

Kent County Dues
Scholarships 3,000.00

Annual Meeting 1,813.26

Delaware Medical Journal 2,898.00

Dues Rebate 5 80.32

$53,391.58

Reimbursable Expenses 5,726.58

TOTAL DISBURSEMENTS $59,118.16

INTERIM TREASURER’S REPORT

OCTOBER 1, 1974

Receipts

Dues $ 67,3 87.00

Income from Investments 1,235.58

Addressograph 156.44

Miscellaneous 5 3.20

TOTAL RECEIPTS $ 68,832.22

Disbursements
Salaries and Employer Taxes $ 35,841.35

Employee Benefits 1,975-35

Office Expense (Stationery, Printing,

Insurance, Postage, Service Con-
tracts, Petty Cash, Telephone,

Rent) 13,197.98

Travel, AMA Delegate and

Contingency 5, 165.74

Committees and Contingency 2,324.22

Periodicals 188.75

Audit 600.00

Miscellaneous (Office) 75.91

Contributions and Dues 2,248.50

Legal Counsel 901.00

TOTAL DISBURSEMENTS $ 62,518.80

Peter R. Coggins, M.D., Treasurer

REPORT OF THE AMA DELEGATE

The prime concern of the AMA House of Delegates

at its meetings in California (December 1973) and

Illinois (June 1974) was PSRO. The position of the

AMA in December 1973 was indeed confusing; many
delegates thought that PSRO had been rejected, but

instead, the Board of Trustees of AMA interpreted

the actions of the House to be conditional support,

continued observation of proceedings in Washington,

D.C., and at the same time work for constructive

amendments to the law.

Following the June 1974 meeting, there was no

indecision, for the following became AMA policy:

the Board of Trustees was instructed to seek construc-

tive amendments to the PSRO program, particularly

concerning confidentiality, malpractice, development

of norms, quality of care, and the powers of the Sec-

retary of HEW; the AMA would also continue to

support peer review according to our present stand-

ards, and finally, the policy points out, state associa-

tions which do not wish to comply with PSRO will

still be supported by AMA. However, if PSRO ad-

versely affects patient care, the AMA must work vig-

orously to rectify the shortcomings.

The other high points of the two meetings in-

cluded:

1. Better health care for migrant workers through

the establishment of a national health care pro-

gram for such workers.

2. Attempts to seek a better definition of statutory

death.

3. At-large elections for the members of the Board

of Trustees, AMA.
4. Development of better relations between In-

terns and Residents and the hospitals in which

they train; better contracts for same.

5. Marked opposition to federal legislation that

would replace comprehensive health planning

with a public utility-type control.

6. Opposition to the Federal "Healthcard” in gov-

ernment fee control.

7. Better confidentiality of patient records between

physicians and insurance companies.

The two formal reports submitted to the Board

of Trustees, Medical Society of Delaware, after each

national meeting are attached for more detailed ex-

planations.

Henri F. Wendel, M.D., Delegate

REPORT OF THE AMA 27th CLINICAL
CONVENTION—DECEMBER 1973

The overriding and sometimes overwhelming theme

of the 27th Clinical Convention of the AMA at Ana-
heim, California (December 1-5, 1973) was peer re-

view and PSRO. To say that any other single issue

(other than abortion several years ago) has generated

as much controversy (and hot air) as PSRO would

be a gross misstatement. PSRO was heard everywhere

—in the addresses of the officers, the deliberations of

the students, interns, residents, and physicians, all the

reference committees, and finally, for many hours, on

the floor of the House of Delegates. Naturally, all

were not favorably impressed with PSRO. However,

several important conclusions were reached. The re-

port of the Board of Trustees showed that informa-

tion from Washington, D.C. and bi-partisan Congres-

sional leadership stated that there is no current poli-

tical viability to an effort to repeal PSRO. However,
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there is some Congressional receptivity to considera-

tion of amendments to the law. A significant pro-

portion of the profession appears to agree that amend-

ments to the law can improve it. The Board is pre-

paring such amendments.

The AMA affirmed the following principles:

1. The medical profession remains firmly com-

mitted to the principle of peer review, under

professional direction.

2. Medical Society programs of proven effectiveness

should not be dismantled by PSRO implementa-

tion.

3. The AMA suggests that each hospital medical

staff should make these review procedures suf-

ficiently strong as to be unassailable by any out-

side parties, and that the local and state medical

societies take all legal steps to resist the in-

trusion of any third party into the practice of

medicine.

4. The opinion of the House is that the best in-

terests of the American people would be served

by the repeal of the present PSRO legislation.

5. The opinion of the Board and the Council on

Medical Service is that the AMA continue to

exert its leadership and support constructive

amendments to the PSRO law, coupled with

continuation of the effort to develop appropriate

rules and regulations.

The other items considered by the House of Dele-

gates are best divided into four subject areas — 1.

Physicians, Hospitals, and Medical Schools; 2. Physi-

cians and the Public; 3. Association and Internal

Matters of the House; 4. Miscellaneous.

Physicians— Hospitals— Medical Schools

Many national studies relative to funding of medi-

cal education are underway. The Board of Trustees’

report concerning continued efforts to secure balanced

funding for medical education and research was

adopted.

Resolution 48 (adopted by the House) directs the

AMA to take all necessary steps to prevent enactment

of Federal law which would require pre-admission

certification for all Medicare admissions. The Sec-

retary of HEW will be requested by the AMA not

to publish such regulations in the Federal Register.

(This is tantamount to enactment after a specified

time.

)

The AMA offered to cooperate with the AHA in

their Quality Assurance Program. Several undesir-

able features will be eliminated by this joint effort.

Much discussion was generated by the problems

with Third Party Rounds. This concerned primarily

the use of private patients in teaching rounds for in-

terns and residents. The misleading title does not

refer at all to third party insurance companies and
their financial responsibilities toward patients. The

misnomer may be replaced by the title of Private

Patient teaching rounds. It was also pointed out that

it is quite proper for physicians to use their own
private patients when they (the physicians) are doing

the teaching duties.

Physicians and the Public

Much time was spent discussing the health of the

migrant worker. The House of Delegates directed

the AMA Council on Medical Service to develop a

nationwide health insurance program for migrant

workers which would include migrant health advo-

cates who would be paid for their services rather

than be volunteers.

The confidentiality of medical records is being

threatened on all sides; the Council on Medical Ser-

vice was asked to develop model legislation to preserve

confidentiality which could be used as a guide for

state legislatures.

Resolution 30 urged the AHA to have its member
hospitals liberalize admission policies for alcoholics

where necessary; exhorted physicians to abstain from

using the names of other pathological conditions in

lieu of alcoholism; asked the JCAH to implement the

intent of the resolution in its requirements for ap-

proval; and urged insurance companies to remove

unrealistic coverage limitation for the treatment of

alcoholics.

The House adopted a policy position that, at pres-

ent, the statutory definition of death is not desirable

or necessary and urged that state medical associa-

tions ask their legislators to postpone enactment of

the definition of death statutes. Regarding the dying

patient, the following guidelines were adopted:

a. The intentional termination of the life of one

human being by another— mercy killing— is

contrary to that for which the medical profes-

sion stands and is contrary to the policy of the

American Medical Association.

b. The cessation of the employment of extraordi-

nary means to prolong the life of the body

when there is irrefutable evidence that biologi-

cal death is imminent is the decision of the pa-

tient and/or his immediate family. The advice

and judgement of the physician should be freely

available to the patient and/or his immediate

family.

Association and Internal Matters of the House

There has been ongoing debate for almost one year

about the terms of service of members of the Board

of Trustees, and the method of election of Trustees.

Both problems were resolved at this meeting: 1. Trus-

tees are allowed to serve three terms of three years

each (same as before) and 2. There will be a new
method of election in which candidates for the Board

run at-large rather than for designated "slot” posi-

tions as is presently done.
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Report DD of the Board of Trustees was endorsed

by the House. It summarizes the development of the

new Medical Liability Commission formed by the

AMA, AHA and several other national medical

specialty organizations. Priority is given to basic re-

search in the field of medical liability.

The Council on Medical Service reported on renal

dialysis and transplant procedures under Medicare.

Their report and resolutions objected to the "interim

regulations” issued by the Federal government in this

matter, since the regulations establish what is tanta-

mount to a maximum fee schedule on a national basis

for professional services, and in effect dictate on a

national scale the method by which certain kinds of

medical care are rendered.

Miscellaneous Actions of the House

The House referred to the Council on Medical

Service a resolution urging the AMA to oppose wide

differences in fees for medical services performed by

equally qualified physicians who practice in different

geographic areas of a state.

There was adopted a substitute resolution calling

for the Board of Trustees, the Interns and Residents

Business Section, the Council on Medical Service, and

the Council on Medical Education, to develop prin-

ciples and guidelines for agreements between House
Staff and their institutions, and to explore the de-

velopment of a model contract for use by institutions

with graduate medical programs.

The House also adopted a substitute resolution en-

couraging the observance of "due process” in disputes

involving interns and residents and the institutions in

which they work.

I would like to thank Doctors William Vandervort

and Joseph Belgrade for the great assistance they gave

to me. It is nigh impossible to cover all the actions of

the House and its reference committees, and their

interest and diligent attendance at these hearings

should be noted.

Henri F. Wendel, M.D., Delegate

REPORT OF THE AMA ANNUAL CONVENTION
JUNE 1974

There were many important and historic things

that happened at the 1974 AMA Convention which

was held in Chicago, Illinois June 23-27, 1974. In

my mind the most important factor was that the

Delaware Delegation really functioned as a delega-

tion; we were represented in very capable fashion at

the Reference Committe hearings and had prepared

some important material for the House of Delegates,

which, unfortunately, was not needed. Many thanks

go to Doctors Bishoff, Belgrade and Vandervort, and

Ms. Bader for the wholehearted support they gave

to your delegate.

Of greater moment on a national basis, was the

result on PSRO and election of Trustees. There was

a long debate on PSRO the day before its floor pres-

entation, and all interested parties had their say. How-
ever, when presented on the floor of the House, some

parliamentary maneuvering by an old expert, Doctor

Hildebrand of Wisconsin, terminated debate on the

issue; and the cut-off of debate was sustained by a

2/3 vote of the delegates and the following became

policy of the AMA: the Board of Trustees was in-

structed to seek constructive amendments to the

PSRO program, particularly in the areas of con-

fidentiality, malpractice, development of norms, the

quality of care, and the authority of the Secretary

of HEW; the AMA will continue to seek legislation

allowing physicians to perform peer review according

to our present standards; the AMA points out that

state associations which do not wish to comply with

PSRO will still be supported by AMA, and finally the

policy provides that if PSRO does adversely affect

patient care, the Board of Trustees will be instructed

to use all legal and legislative means to rectify the

shortcomings.

The election of members to the Board of Trustees

was also changed; all members ran at-large. The re-

sults of the election, which took some 13 or 14 bal-

lots and lasted about eight hours, clearly showed that

the will of the House was satisfied. Two incumbent
board members lost their seats. Indeed, such method
of election will probably shorten the length of terms

of some trustees, but it will bring out the best in them
while they are thus seated; accountability and not

length of service is now the important issue.

National Health Insurance generated much dis-

cussion also. In the end, the Board was instructed to

attempt to set up mechanisms, mutually acceptable

to the medical and insurance communities, which will

ensure the provision of health insurance coverage

through the purchase of private health insurance.

The House of Delegates opposed federal legislation

which would replace comprehensive health planning

with a public utility-type of control. The House
also looks for help in amending or repealing the Ke-
fauver-Harris drug amendments of 1962 which allow

the FDA to have too much control over the develop-

ment of new drugs.

There was also much opposition to government
fee controls, especially the mandatory imposition of

a "Healthcard” as payment under NHI, and the right

of the physician to bill the patient directly was re-

affirmed.

A report from the Council on Medical Service

described a wide-ranging series of proposals to enable

the medical profession and insurance companies to

maintain the confidentiality and security of patient

information, and this was accepted by the House.

A proposal to develop a nationwide health insurance
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program for migrant workers was also approved and

was sent to the Board of Trustees for further develop-

ment and appropriate legislation.

There were many reports and resolutions dealing

with continuing education, medical school curricula,

teaching during intern and resident training periods,

etc. Most of these were accepted and referred to

the appropriate committees for further study and im-

plementation.

Further specialty representation in the House of

Delegates was debated for some time, and finally re-

ferred to the Board of Trustees for further study.

In other miscellaneous actions the House did the

following:

1. Reaffirmed the AMA’s opposition to blanket pre-

admission certification of hospital patients by

governmental edict.

2. Endorsed the use of the condom as one of the

effective methods of venereal disease control.

3. Instructed the Board of Trustees to distribute to

each delegate, alternate delegate, and constitu-

ent state association a summary of actions taken

at each meeting of the Board.

4. Adopted a resolution to amend the by-laws to

make past AMA vice-presidents ex-officio mem-
bers of the House (without voting privileges).

5. Changed the name of the Section on Plastic and

Reconstructive Surgery to the Section on Plas-

tic, Reconstructive, and Maxillofacial Surgery.

Henri F. Wendel, M.D., Delegate

REPORT OF THE BOARD OF TRUSTEES

Over the past year your Board of Trustees consid-

ered many items of interest to the practicing physi-

cian. They heard testimony from Society members
and others interested in health care in Delaware.

One of the first speakers was Representative Daniel

E. Weiss, who was concerned over the deficiencies of

housing in migrant labor camps in the State of Dela-

ware. He was campaigning to generate public in-

terest which would enable Public Health officials to

enforce the existing State laws, and to strengthen

these laws with increased fines for offenders.

The Medico-Legal Affairs Committee was given ap-

proval to attempt to revise the "Interprofessional

Code of Conduct and Practice” in cooperation with
the Delaware Bar Association.

Joseph E. Belgrade, M.D. reported enthusiastically

about the way in which the Second AMA National

Leadership Conference held in Chicago on January
25-27, 1974 was conducted, the high caliber of the

AMA staff, the impressive program, and the top-

notch attendees. The thinking at the meeting was
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that some type of national health insurance is im-

minent—if not this year, then next.

Construction of the Summit nuclear power plant

was approved with certain safety restrictions being

adhered to.

The AMA was strongly urged to use whatever

means necessary to persuade the Federal government

to ease economic controls as of May 1, 1974.

Physicians were given the month of February in

which to file Phase IV-allowed fee increases for a

recomputation of the 90th percentile.

The working policy of the Board on PSRO is to

try to implement the law in Delaware. The Board

subscribes to the policy that PSRO presents an op-

portunity for the medical community.

No agreement was reached between the position of

the optometrists and the ophthalmologists in the issue

of physicians’ assistants for ophthalmologists in the

Medical Practice Act.

Charles S. Riegel, M.D. was unanimously nomi-

nated to be Chairman of DELPAC.

The Board discussed the Society’s responsibility in

reviewing medical care programs in the Department

of Adult Corrections and making recommendations

to the Division of Public Health in regard to the

programs. The consensus was that the Society does

have some concern and interest in this area and will

pursue the problem.

Members of the Society met with Commissioner

Short to reaffirm the Society’s opposition to chiro-

practic services being combined with physician ser-

vices in the Blue Cross-Blue Shield contract of the

State employees.

The Board approved the scheduling of a drug abuse

program for November 23, 1974.

A telegram was sent to Governor Tribbitt voicing

the Society’s strong opposition to H.B. 247 (Relat-

ing to the Powers and Duties of the Division of Public

Health, and Requiring a Local Referendum before

the Fluoridation of a Water Supply) and asking the

Governor to veto the bill.

The Board felt there would be a need to continue

the Peer Review and Professional Evaluation Com-
mittee even after PSRO is implemented because of

the Committee’s educational value.

It was agreed that names be made known of insur-

ance companies proposing to render legal aid to the

contractees when the contractees refused to pay the

reasonable and customary fee submitted by a private

physician for services rendered.

The Board expressed its concern at the Delaware
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State Board of Nursing’s placing the Nursing School

of Wilmington on conditional approval. It was felt

that with the closing of other Delaware nursing

schools being contemplated the University of Dela-

ware alone could not supply all the nurses needed in

Delaware.

The recommendation coming from the Continuing

Education and Certification Committee that "an an-

nual documentation of continuing education be made
mandatory for all members in good standing,” was ap-

proved with the recommendation that it be submitted

to the House of Delegates.

The Board approved opening negotiations with the

officials of Blue Cross-Blue Shield of Delaware, Inc.

with the objective of installing procedures which will

eliminate a deplorable practice (of delayed payments

of 60 to 90 days) promptly and permanently.

The Board made the following decisions on the

pending issues as follows:

1) That the Society accept the 16% increase in the

90th percentiles as offered by Blue Cross-Blue Shield

of Delaware, Inc. and that this be publicized to all

our members.

2) That the Society request implementation of the

five-code Current Procedural Terminology by Blue

Cross-Blue Shield of Delaware, Inc. as soon as pos-

sible.

3 ) That the Society request that Blue Cross-Blue

Shield of Delaware, Inc. permit a one-time waiver of

the 90-day waiting period for implementing fee in-

creases below the 90th percentile and that the Board

return the issue to the Medical Services Insurance

Committee for an item of negotiation for any future

physician’s participating agreement.

4) That the Society request Blue Cross-Blue Shield

of Delaware, Inc. to recompute the 90th percentiles

semi-annually beginning with January 1, 1975.

The Board discussed the increasing costs of liability

insurance and the increase in frequency and severity

of claims. The frequency and severity of claims de-

termine rates. Alarm was expressed at the proposed

increase in the cost of liability insurance (some rates

will increase more than 150%), but felt that avail-

ability of insurance is the prime concern.

The use of triplicate prescription blanks for nar-

cotics was discussed. It was the feeling of the Board

that nothing would be done with the data generated

by the use of these forms. The Board approved the

use of the patient profile mechanism by pharmacists

rather than using the triplicate prescription form.

A myriad of other topics was discussed. Minutes

are on file in the Society office.
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REPORTS OF THE STANDING

COMMITTEES

BUDGET COMMITTEE

The Budget Committee of the Medical Society of

Delaware met on September 10, 1974 and approved

the budget submitted with this report.

It should be noted that the Committee, in order to

balance the budget, has deleted membership in the

Delaware State Chamber of Commerce and has re-

duced the Society contribution to the Continuing

Education Seminars to $500 from $1500.

BUDGET

1974-1975

RECEIPTS
Dues $ 66,100.

Dividends and Interest 11,500.

TOTAL RECEIPTS 77,600.

DISBURSEMENTS
Office Personnel

Employee Benefits $ 3,000.

Salaries 42,300.

Employer Taxes 1,800.

Hospitalization 1,800.

Office Operation

Contribution to Academy 4,840.

Contribution to Academy (Special) 5 50.

Printing, Postage, Stationery 6,600.

Telephone-Telegrams 1,320.

Audit 600.

Office (including part-time office help) .. 825.

Insurance and Contracts 2,775.

Travel

AMA Delegate 2,000.

Contingency (Officers-Staff
)

3,000.

Subscriptions, Contributions, Dues
Wall Street Journal 3 5.

Delaware Public Health Assn. 15.

AMA-Aces and Deuces 50.

Delaware Better Business Bureau 50.

Medical Society Executive Assn 50.

Presidents and Presidents-Elect 2 5.

Contributions—Woman’s Auxiliary 300.

Continuing Education Seminars 500.

Washington Report 3 5.

Delaware State News 30.

News Journal 5 0.

Morning News 50.

Legal Counsel 2,000.

Committees and Contingency Fund 3,000.

TOTAL DISBURSEMENTS $ 77,600.

CONTRA RECEIPTS
Kent County $ 1,000.

Sussex County 700.
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AMA Dues 43,500.

AMA Dues Rebate 424.

Scholarships 2,510.

DMJ Subscription 3,105.

Annual Meeting

Grants 1,880.

Exhibits 2,975.

TOTAL $ 56,094.

CONTRA DISBURSEMENTS
Kent County $ 1,000.

Sussex County 700.

AMA Dues 43,500.

AMA Dues Rebate 424.

Scholarships 2,510.

DMJ Subscription 3,105.

Annual Meeting 4,855.

TOTAL $ 56,094.

Peter R. Coggins, M.D., Chairman

DELAWARE ACADEMY OF MEDICINE

The Academy has continued in its chartered pur-

pose to serve the public welfare of the people of the

State of Delaware, fostering medical, social, economic,

and educational activities. This year there has con-

tinued to be a critical self-examination of the Acad-
emy’s present and future role and mission. Consid-

eration has been to strengthen its role in the voids of

interface of professionals with their information and

knowledge with the general public including a pos-

sible enlarged role in health education. The needs of

professional continuing education and for library fa-

cilities are now lessened with shared responsibilities

with many other new resources available.

An attractive brochure was published and distrib-

uted widely this year describing the Academy’s func-
tions and services. There has been an associated solici-

tation to have ALL professionals of the State support

the activities and future of the Academy. Continued
and enlarged lay and public membership with their

support has also been solicited this year. Regular
membership now is 461; Affiliate members 54; and
Associate members 110. This represents a 20% in-

crease in overall membership during this calendar

year.

The library has added 103 new books this year, to

its existing approximately 3 000 books. The library

continues to receive regularly 196 periodicals. The
vast majority of these periodicals are those not re-

ceived by other local libraries. Another significant

resource is a large reference section of non-current

periodicals not otherwise available locally. Many of

the periodicals are received through reciprocal cour-

tesies extended to the Medical Society of Delaware
and the Delaivare Medical Journal. A major library

activity continues to be the inter-library loan pro-

gram. Increased utilization of the library by in-

dividuals and organizations has continued this year.

The increasing cost of books and periodicals has cre-

ated a major budgetary strain on the Academy.

Student financial aid program is a focal, major on-

going activity of the Academy. Up to this fall the

Academy has served 133 medical, dental, and allied

health professional students. Loans have totaled

$260,000. The Academy continues to seek new prin-

cipal to enlarge and continue this activity which be-

cause of increased educational costs requires more

funds to support individual students. Repaid loans

total $90,000, which has been again put to this im-

portant service activity. Coordination of financial

assistance to medical students is involved with the

Delaware Institute of Medical Education and Re-

search.

The Academy continues to serve the community
for meetings of many non-profit health-related or-

ganizations. Two hundred meetings have been held

in the auditorium this year. The Academy has been

co-sponsor of the Infectious Disease Symposium, with

the 11th Annual having been held this year. This

has become an internationally known meeting. The
annual meeting of the Academy and social banquet

was held in March with Mr. DeWitt Jones’ lecture

entitled "John Muir’s High Sierra.” The Academy
is now also being used by non-professional commun-
ity cultural organizations.

Herbert M. Baganz, M.D., Representative

MEDICAL REVIEW COMMITTEE

The Medical Review Committee, a subcommittee

of the Medical Services Insurance Committee, met at

quarterly intervals during the year. One special

meeting was called to get a specialty group difficulty

under consideration. This problem is still under the

Committee’s investigation and study.

The Committee continued to give consideration

to the evaluation of claims for new operative pro-

cedures, and a standard for payment of these pro-

cedures was established. Several physicians presented

their problems by a personal appearance before the

Committee.

The volume of work demanded of the Committee

was on an approximate level as experienced over the

past few years, in spite of the changing patterns of

coverage with the prevailing fee program and the

various commercial insurance providers and variations

thereof.

The Chairman wishes to extend his thanks to each

member of the Committee for the time-consuming

and thoughtful considerations given to the problems

presented to the Medical Review Committee.

Conley L. Edwards, M.D., Chairman
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MEDICAL SERVICES INSURANCE COMMITTEE

The Medical Services Insurance Committee met on

several occasions this year and as usual continued to

deal with problems presented by the Medical Society

and its relationship with third party insurers. Our
business was further complicated by the lifting of

wage price controls and the need to rapidly update our

fees. We did achieve excellent cooperation from Blue

Cross and Blue Shield of Delaware, Inc. in terms of

their allowing us to recompute in the spring of 1974,

and then in the summer of 1974 we did successfully

urge them to lift the ninety-day waiting period re-

striction and also increase the 90th percentiles by

16%. We will continue updating the Blue Cross-

Blue Shield participating physician’s contract. We are

going to have monthly Committee meetings, and

there are going to be meetings of the chairman of the

Committees and the President of the State Society

with the officers of Blue Cross and Blue Shield to

make sure we ward off any problems before they be-

ll. Walter Powell, M.D., Chairman

PEER REVIEW AND PROFESSIONAL

EVALUATION COMMITTEE

There were three meetings of the Peer Review Com-
mittee held in the past 12 months. Attendance at

these meetings has been good, except for Sussex

County, whose most faithful participant, Doctor
David Reinhardt, died in the summer of 1974. He
will be missed by all.

It should also be noted that the Delaware State Os-
teopathic Medical Society was always represented and
is an integral part in the function of this Committee.

A brief narrative summary of the proceedings fol-

lows.

Several Wilmington physicians were involved in a

diet medication drug scheme set up by out-of-state

people. Carelessness in record-keeping was their major
problem—they did not gain financially. Contact by
the local police authorities and the New Castle County
Peer Review Committee solved this problem. Other
physicians were found to be prescribing inordinate

amounts of narcotics and sedatives for themselves be-

cause of personal, emotional problems. These were
brought to the Peer Review Committee’s attention

by the Delaware State Board of Pharmacy. Direct
physician consultation helped correct this situation.

An attempt has been made to set up a rapid com-
munication system throughout the state so that im-
portant information could be disseminated to all Del-
aware physicians within two to three hours. Finali-

zation has not been completed.

An ongoing series of problems regarding back sur-

gery, cataract removal, the elderly physician’s medi-
cal capabilities, laboratory overutilization in weight

clinics, etc., is still being studied by the respective

county committees.

At one meeting, input was forthcoming from the

Delaware State Pharmaceutical Society. They sug-

gested a joint program to review drug utilization,

similar to the present drug review that Blue Cross-

Blue Shield of Delaware, Inc. does on Medicaid pa-

tients.

During the past year, the regular biweekly meet-

ings between the State Chairman and Blue Cross-

Blue Shield were discontinued. There was an appar-

ent effort on the part of Blue Shield to delve into all

aspects of medical care and medical practice, in the

hopes of finding irregularities. Many variations of

practice patterns were discovered by the computer,

but the Chairman felt these were normal variations

and not truly irregularities in practice. It was de-

cided that too much time was being spent needlessly

by both organizations, and the process was discon-

tinued. When truly unusual problems arose, then

time was spent in diligent investigation of the mat-

ter.

The work of the Peer Review Committee was in-

dustriously pursued during this past year, even as the

ominous shadow of PSRO gradually spreads over our

state. It is expected that the experience of our .Com-

mittee will be utilized by this new group.

Finally, a new Guideline, No. 12, has been de-

veloped and approved by the Committee, and is sub-

mitted to the House of Delegates for final approval:

"When in the process of doing a bronchoscopy

the mouth, larynx, pharynx, and trachea must

be passed and these areas in the name of good

medicine and completeness should be observed,

it is felt to be unethical to make separate charges

for these examinations. Also when a tracheo-

scopy or laryngoscopy must be done, the proxi-

mal structures should be looked at, and it is felt

to be unethical to make separate charges for

these examinations. Similarly when a sigmoid-

oscopic examination is done, a proctoscopic and

anoscopic examination should be done for com-
pleteness, and it is felt that these proximal areas

should be examined at no extra charge.”

Henri F. Wendel, M.D., Chairman

PROGRAM COMMITTEE

The Program Committee met on January 23, Feb-

ruary 20, and April 17, 1974 and decided on the fol-

lowing program for the Annual Meeting:

Differential Diagnosis and Management of Acid-Base

Disturbances

Martin Goldberg, M.D., Professor of Medicine

and Chief, Renal Electrolyte Section, Depart-

ment of Medicine, University of Pennsylvania

School of Medicine
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Zalman S. Agus, M.D., Assistant Professor of

Medicine, University of Pennsylvania School of

Medicine

Robert Narins, M.D., Assistant Professor of

Medicine, University of Pennsylvania School of

Medicine

Laurence H. Beck, M.D., Assistant Professor of

Medicine, University of Pennsylvania School of

Medicine

Transactional Analysis—The New Psychology

for Physicians

Thomas A. Harris, M.D., President, Institute for

Transactional Analysis, Sacramento, California

Robert B. Flinn, M.D., Chairman

PUBLIC LAWS COMMITTEE

The Public Laws Committee met on eight occasions

during the first half of 1974, to consider bills pend-

ing in the State Legislature in Dover. During the

summer of 1974 a special committee made up in part

of members of the Public Laws Committee held one

meeting to consider national legislation; in particular

it discussed several national health insurance plans

pending before the national legislature.

The Committee considered more than sixty-five

bills and made recommendations on each of them to

the Board of Trustees. The special committee con-

sidering national legislation made no recommenda-

tions.

A particular disappointment to the Committee was

the failure of the Legislature to pass the new and

completely revised Medical Practice Act. This act

which contains
.

provisions for modernizing examina-

tions for licensure as well as a section permitting the

introduction of Physician’s Assistants should be

strongly supported by the Society in the coming legis-

lative session.

A broad spectrum of political and social persuasion

is represented in the Committee. Attendance at meet-

ings and participation in discussion have been both

broad and deep.

The Committee was grateful for the participation

of members of the Delaware State Osteopathic Medi-

cal Society, Delaware Psychiatric Society, the Dela-

ware Health Planning Council, the Association of

Delaware Hospitals and Doctor Bishoff, liaison to the

Board of Trustees.

In particular the Committee wishes to thank Mrs.

Henrietta Moore and Mrs. Anne Shane Bader for their

unflagging and very capable support both at the

Committee meetings and in legislative caucuses in

Dover.

Allston J. Morris, M.D., Chairman

BOARD OF TRUSTEES LIAISON TO THE
PUBLIC LAWS COMMITTEE

From a legislative committee of only three in the

late 195 0’s the Public Laws Committee has grown to

a large, intense group who consider all health ques-

tions in State legislation with a fervor that demon-
strates complete involvement.

The Committee has struck out this year for a new
horizon to educate our three representatives in Con-
gress to the effect of national health care regulations

on Delaware and our desires in the national health

care field. There has been only one organizational

meeting to this date by this Public Laws group.

A future horizon that your liaison representative

would suggest is that the Public Laws Committee now
start to formulate its own legislation and use its pro-

posed man in Dover to bounce such legislation off the

Health and Social Services Committees of the Gen-
eral Assembly.

Rhoslyn J. Bishoff, M.D., Liaison

PUBLICATIONS COMMITTEE

During the past year Stuart W. Rose, M.D. and

William V. Whitehorn, M.D. retired from the Edi-

torial Board; their services are acknowledged with ap-

preciation. Welcomed as new Board members are

Stephen H. Franklin, M.D. and George L. Hender-

son, M.D.

Thirty-seven original papers by 44 different authors

and book reviews by 22 different reviewers appeared

in Volume 45, 1973. The Wilmington newspaper

quoted from two papers on its editorial pages and

reprinted two editorials in toto.

"A Patient’s View of Amyotrophic Lateral Scle-

rosis” by Archie Hanlan, D.S.W., which appeared in

the February 1974 issue of the Delaware Medical

Journal, was reprinted with our permission by Phila-

delphia Medicine in June 1974.

The second annual prize-winning paper by a house

officer ("FAT EMBOLISM— Pathogenesis and Pro-

posed Protocol for Monitoring and Treatment” by

Joseph J. Schulz, M.D. and Michael B. Peters, M.D.)

was printed in the November 1973 issue. The third

annual award was made to Ms. Barbara Gibson, a

Jefferson student for her paper. "The Use of Cepha-

lothin in the Treatment of Pneumonia,” which will

appear soon. Doctor Holloway’s generosity in pro-

viding the $200 award is acknowledged.

The editors continue to be greatly appreciative of

the devoted attentions of Mrs. Henrietta Moore as

well as Mrs. Sylvia Grossman, Ms. Anne Shane Bader,

and our printer, Truitt Printing Company. Ms. Joan

Donoho continues to help us with skillful abstracting.

Doctor Janet L. Clark has furnished invaluable edit-

ing assistance on scientific articles.

Our annual statement that the Delaware Medical

634 December, 1974



House of Delegates Proceedings, 1974

Journal is the journal of the members of the Medical

Society of Delaware, that we give preference to pub-

lication of material by our members, and that we at

all times welcome their suggestions for improvement

is hereby repeated in all sincerity. We also would
like to encourage our readers when at all possible to

express their appreciation for their support to our

advertisers without whom we cannot continue pub-

lication.

Robert B. Flinn, M.D., Chairman

DELAWARE MEDICAL JOURNAL
STATEMENT OF RECEIPTS

AND DISBURSEMENTS

Year Ended Jan. 1-

Dec. 31 Oct. 1

1973 1974

Total Receipts $31,707.30 $19,247.21

Total Disbursements

Excess revenue over

$27,447.07 $19,089.15

expenditure $ 4,260.23 $ 158.06

Savings Account No. 1 $ 9,253.49 $ 9,253.49*

Savings Account No. 2 $ 3,228.97 $ 2,228.97*

Due to General Fund $ 7,629.00 $ 7,629.00

Anne Shane Bader, Business Manager

*1974 interest will be added at end of year.

REPORTS OF SPECIAL COMMITTEES

COMMITTEE ON AGING

The Committee on Aging held no meetings this

year. Members of the Committee were asked to pre-

sent any matter relative to the medical care of the

aged for which constructive action or discussion was

required. None was submitted.

In previous years all subjects under discussion for

better housing, more facilities for the sick aged, the

need for better transportation, a State home for the

aged and infirm in New Castle County (a northern

version of the Delaware Home and Hospital in

Smyrna), etc. boiled down to requiring money. In

view of the current fiscal situation in the state and
federal government hope of financial assistance seems

dim. The Chairman did participate in two courses

on aging in the Wilmington area.

William D. Shellenberger, M.D., Chairman

COMMITTEE ON EDUCATION, SUPPLY, AND
DISTRIBUTION OF PHYSICIANS

IN DELAWARE

Members of the Committee and the groups they

have represented are: James E. Carson, M.D., Mental
Health; Mrs. Mary Jane Clark, Medical Council of

Delaware; Mr. Jan DeLong, Health Planning Council;

Richardson B. Glidden, M.D., Delaware Obstetrical

Society and Kent County; C. E. Graybeal, M.D.,

American College of Surgeons and Sussex County;

Jack Gelb, M.D., Delaware Academy of Family Phy-

sicians; David A. Levitsky, M.D., Delaware Chapter

American Academy of Pediatrics and New Castle

County; E. Wayne Martz, M.D., Medical Education,

Wilmington Medical Center; Robert L. Meckelnburg,

M.D., Delaware Society of Internal Medicine; A.

Yvonne Russell, M.D., Public Health; William V.

Whitehorn, M.D., University of Delaware; Ms. Anne
Shane Bader, Medical Society of Delaware.

The committee met once during the present year.

This meeting was an organizational meeting. The
goal of the committee will be to make the Medical

Society of Delaware a central repository of informa-

tion for the education, supply, and distribution of

physicians here in Delaware. This demographic data

will be collected and kept current yearly.

This information will enable the assessment of the

distribution of physicians, both primary and specialty,

to regions of the State and also identify the popula-

tion density of these areas.

A pilot project of one region of New Castle County
has previously been prepared by the Health Planning

Council. In order to know which physicians are ac-

tively practicing and the type of practice they are

engaged in, a new annual registration form has been

designed and will hopefully be distributed in future

years by the State licensing agencies.

A physician representing each county and a phy-

sician representing each major specialty have agreed

to serve on the committee to provide their impression

of the need of the various areas in each county, and

the needs of the various specialties throughout the

State.

It is hoped perhaps over the next year to begin

gathering this data so that in the future this infor-

mation will be available at the Medical Society. In-

formation as to the number of students in the DIMER
program and the number of house staff in various

specialties is already available.

At the present time, the Medical Council and the

Board of Medical Examiners is working closely with

the Medical Society, providing the names, special

training, and other data on all the new physicians

licensed here in Delaware.

We hope this information will enable physicians

entering Delaware to identify practice opportunities

more easily. The possibility of alerting government,

communities, and industry to the availability of newly

licensed physicians or physicians in training so that

their physician needs are met, is also anticipated.

It could be envisioned that this information could

be of some help in relieving the difficulty that certain

segments of our population have in gaining medical
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care; for example, patients with federally sponsored

health care and others frequently do not know which

physicians could provide them care and what type

of medical care they offer. The possibility of having

this information available to the general public might

alleviate this difficulty.

The accumulation of this data is quite time con-

suming, and we would hope that some help could be

obtained from the Departments of Economics, Urban
Affairs, or Political Science at the University of Dela-

ware, where graduate students or under-graduates

who would be interested in studying the various as-

pects of our health care system might be willing to

help.

The method of accumulating this information and

the actual work will take a few years to be completed,

but it is the committee’s opinion that this function

should be the duty of organized medicine both to the

profession and the state.

David A. Levitsky, M.D., Chairman

DELAWARE FOUNDATION FOR
MEDICAL CARE

During the past year the Board of Directors of the

Delaware Foundation for Medical Care lost several

members by resignation, namely, David Platt, M.D.,

Henry H. Stroud, M.D., and Jason L. Campbell, M.D.

New Directors appointed by the Board of Trustees

of the Medical Society of Delaware to fill their un-

expired terms are Stephen W. Bartoshesky, M.D., Ali

Z. Hameli, M.D., and William F. Renzulli, M.D.

The Board of Directors of the Foundation made
the decision to drop the pilot project because it was

felt that the coming of PSRO made the pilot project

unnecessary.

The Foundation is now proceeding as rapidly as

possible, at the request of the Board of Trustees, to

start a new foundation for PSRO, which will be

known as the Delaware Review Organization or

DELRO. The Board of Directors is currently being

composed and the new PSRO foundation will be

launched on October 24th.

Robert B. Flinn, M.D., Vice President

DELAWARE POLITICAL ACTION COMMITTEE

DELPAC has become more active this year and

has 73 members for 1974.

The following candidates for the State Legislature

have been supported in the current election campaign:

Delaware Senate

Herman M. Holloway 2nd Senatorial District

Roger Martin 14th Senatorial District

Jacob W. Zimmerman 17th Senatorial District

George W. Cripps 18 th Senatorial District

Delaware House of Representatives

Kathryn B. O’Donnell

Joseph P. Ambrosino
Gwynne Smith

Daniel Kelley

Robert T. Connor
Robert F. Gilligan

1st Representative District

7th Representative District

10th Representative District

16th Representative District

19th Representative District

21st Representative District

Charles S. Riegel, M.D., Chairman

CONTINUING EDUCATION AND CERTIFICATION

COMMITTEE

The Continuing Education and Certification Com-
mittee has met at regular intervals to discuss the

statewide continuing education program and also to

consider recertification as it relates to relicensure or

reexamination in the proposed new Medical Practice

Act.

A survey of the recertification programs in other

states was carefully reviewed by Doctor David A.

Levitsky and reported on to the Committee and to

the Board of Trustees.

It was the recommendation of the Committee that

an annual documentation of continuing education be

made mandatory for all Society members in good

standing. The Board of Trustees voted to approve

our recommendation and to submit it to the House

of Delegates for action.

Leslie W. Whitney, M.D., Chairman

(This report was tabled.)

ENVIRONMENTAL AND PUBLIC HEALTH
COMMITTEE

The Committee on Environmental and Public

Health met monthly. Guests were invited to both ex-

plain and inform the committee concerning problems

in the up-grading of the environment and medical

care delivery. Mr. Edward Spear and Mr. Hudson
Hoen from Delmarva Power and James C. Albrecht,

Ph.D., an advisor to the Coalition for Nuclear Power

Plant Postponement, were invited to discuss the pro-

posed plant at Summit, Delaware. It was found that

many problems and questions were left unanswered

because of the type of installation. It will be different

from any power plant in operation. The State Radi-

ation Authority as well as the Radiation Management
Corporation of Philadelphia is to monitor the radia-

tion effects of this new installation. Mr. Robert B.

French, Manager, Air Resources Section, Division of

Environmental Control, Department of Natural Re-

sources and Environmental Control, as an expert ex-

plained the state’s plan for achieving air quality even

with the "roll-back” technique resulting from the

fuel shortage. Mr. French thought that the air qual-
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ity will remain high in Delaware because of the

standards that have been adopted.

Representative Andrew G. T. Knox explained the

pressure on the Coastal Zone Act and SB 475 which
would actually repeal this act. The committee went
on record as opposing SB 475 and giving support to

the present Coastal Zone Act.

Edward F. Gliwa, M.D. requested from the Board

of Trustees that the Environmental and Public Health

Committee investigate the medical care programs in

the Department of Corrections. Casimir Vileisis,

M.D. was to visit the Sussex Correctional Center and

present some of the discrepancies found there. Mr.

Harry Towers, former Prison Director of Delaware,

was invited to discuss the prison system with relation

to medical care. His statements re-affirmed the report

of Doctor Vileisis that poor maintenance and crowd-

ing lend themselves to bad sanitation, particularly in

the Sussex Institution. Mr. Towers thought that

most of the problems could be solved by having a

judge try shorter cases at the prison in Smyrna, so

that the prisoners would not have to be accompanied

by a guard to the Wilmington courts. The payment
of $25,000 to $30,000 monthly for medical care

seems to be exorbitant. Most of this money is for

the guards that accompany the prisoners to the Dela-

ware Division and remain there during prisoner hos-

pitalization. It was recommended that most of this

expense could be eliminated by having a security room
and/or bringing a physician to the inmate. It was

therefore recommended that the committe personally

inspect the facilities and come up with a recommenda-
tion to present to the Board of Trustees. At the re-

quest of Mrs. Harriet Durham, a committee meeting

was held including Mr. Jack White, Secretary of the

Department of Health and Social Services; Mr. Clif-

ford Foster, Advisory Council on Public Health; Mr.

Alan McClelland of the Advisory Council on Mental
Health; Mr. John C. Ellingsworth, Superintendent of

Sussex Correctional Center; Kurt Anstreicher, M.D.,

Superintendent of Delaware State Hospital; Jane F.

Euston, R.N., a volunteer nurse at the Women’s Cor-
rectional Institution; Mr. Charles A. Cunningham,

Jr., Assistant Director of the Division of Adult Cor-
rections; Mr. Charles W. Manning and Mr. C. Part-

field Harris of the Governor’s Advisory Council on
Adult Correction as well as the Chairman of the

Advisory Council on Adult Corrections, Mrs. Dur-
ham.

This meeting pointed up many of the problems,

particularly those of the psychological examination

as well as the psychiatric evaluation of many of the

inmates. It was thought that this problem could be

corrected with the help of the Delaware Psychiatric

Association. The Women’s Correctional Institution

is covered by physicians from Emily P. Bissell Hos-
pital. The problem of detoxification was discussed,

but again no solution was arrived at. The Correc-

tional Center in Smyrna is being covered by the Del-

aware Home and Hospital; however, the State fails

to meet its obligations at Kent General Hospital so

the inmates are brought to the Delaware Division in

Wilmington for hospitalization. Mr. White pointed

out the meager wage scale for psychiatrists and phy-
sicians, and it is hoped this will be corrected by legis-

lation and/or direct order from Governor Tribbitt.

The Committee was to receive a summary of the

medical treatment in each of the institutions to be

compiled by Mr. White and to be discussed at the

June meeting; however, this summary never arrived

but the committee continued to deal with problems.

Frank T. O’Brien, Chairman

JOINT PRACTICE COMMITTEE FOR
PHYSICIANS AND NURSES

Following action by the House of Delegates in

1973, the Medical Society of Delaware and the Del-

aware Nurses’ Association established the first Joint

Practice Committee for Physicians and Nurses, ap-

pointing William H. Duncan, M.D. and Mary G.

Healy, R.N. as Co-Chairmen. The committee as

constituted had 17 members, ten registered nurses and
seven physicians.

During this past year the committee has held four

formal meetings and has established two sub-commit-

tees. In addition there has been a lot of activity on

specific projects by individual members of the com-
mittee.

In this past year, the primary goals have been to

establish the committee as a meaningful group of in-

dividuals working together to improve patient care

activities by joint action. There have been estab-

lished two active sub-committees: one, to Extend the

Role of the School Nurse and the other, to Develop

Joint Medical-Nursing Audit. In addition, individual

activities have been concerned with the pediatric nurse

clinician (associate) and a literature search and other

efforts to determine the experience of other states in

joint practice committees.

The most significant undertaking to date by the

Joint Practice Committee is a survey of nursing

schools to determine the quality of nursing education

and the future of nursing education in the State. The

report from this survey is expected to be completed

and presented as an addendum during the Annual
Meeting.

An item of personal concern has been the lack of

active participation by the physician members of the

committee, along with the fact that problems so far

brought to the committee have all been of a local

nature. A study is presently underway to see whether

or not the Joint Practice Committee can be developed

into a series of sub-committees based on geographic

or hospital allocation, so that local problems can be
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individually addressed and solutions sought by those

individuals who have identified the problem, rather

than on a statewide basis, which is presently the case.

Though much more was expected by all at the time

of the establishment of this group, and though it ap-

pears little has been accomplished, it has been a

worthwhile commitment on the part of the Medical

Society of Delaware which should continue to be

pursued and supported.

William H. Duncan, M.D., Co-Chairman

LIABILITY INSURANCE COMMITTEE

The Aetna representatives report that of the ap-

proximately 620 physicians who are eligible to par-

ticipate in the Society’s professional liability insurance

program, 374 have elected to participate, or 62%.

Since the start of the partnership between Aetna

and the Medical Society of Delaware, there has been

a drastic decline in the number of insurance carriers

who are willing to write Professional Liability insur-

ance.

In September 1973 we had ten regular claims under

the Program. At that time seven claims were out-

standing. To date, twenty-eight claims have been

reported under the Program. Of these, seven have

been closed without payment, three have been settled,

and eighteen remain outstanding.

One of the most important steps taken in Loss

Control and Education was the establishment of Dis-

trict Claim Review Panels. Delaware has been divided

into two Districts. In District I five cases were sent

to the Panel Chairman. Three of these were reviewed

by a Case Manager, and one was identified for a

Panel hearing. In District II one case was submitted

to the Chairman of the Panel, and it was decided that

there wasn’t sufficient merit to the claim to warrant

a Panel hearing. Hopefully, the one case can be re-

viewed as soon as possible so that the Panel members
can gain experience in reviewing and adjudicating the

matter involved.

Aetna has made four video tapes available to the

society on the following subjects:

1. Causes and Prevention of Malpractice

2. Nurses, Allied Health Professionals and Mal-

practice

3. Electrical Hazards in Hospitals

4. Four Most Troublesome Areas Where Most Mal-

practice Claims Arise in Hospitals.

Two elements enter into rate determination for

Professional Liability: Frequency and Severity. Fre-

quency refers to the number of claims per doctor per

year. Severity, which is independent of Frequency,

is the average cost per claim for the period. The pro-

duct of Frequency and Severity gives the average loss

cost per doctor per year.

MSD PACKAGE PREMIUM COMPARISON

EFFECTIVE
12-1-71 12-1-73 12-1-74*

Class I— Physicians—no surgery

Class II— Physicians—minor surgery or assist in

major surgery on own patients

Class III— Surgeons—general practitioners who per-

form major surgery or assist in major sur-

gery on other than their own patients

— Ophthalmologists

— Proctologists

Surgeons— Specialists

Anesthesiologists

Cardiac Surgeons

Neurosurgeons

Obstetricians-Gynecologists

Orthopedists

Otolaryngologists—plastic surgery

Otolaryngologists—no plastic surgery

Plastic Surgeons

Surgeons—General

Thoracic Surgeons

Urologists

Vascular Surgeons

*Figures are approximate.
**12/1/73 to 12/1/74

638

% Change**

+ 51.2%

58.1%

1404 1831 2413 31.8%

2283 2987 3967 32.8%
1843 2416 3967 64.2%
2283 2987 6297 110.8%
2283 2987 4743 58.8%
2283 2987 6297 110.8%
2283 2987 3967 32.8%
1843 2416 3967 64.2%
2283 2987 4743 58.8%
1843 2416 3967 64.2%
1843 2416 6297 160.6%
1843 2416 3190 32.0%
1843 2416 6297 160.6%
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The Frequency level underlying the present rates

is approximately 1.9 claims per hundred doctors.

This has increased 37% to 2.6 in the last twelve

months. Latest indications show a Frequency trend

that if continued will exceed a level of 5.0 per hun-

dred doctors. As of March 31, 1974, the 1971 policy

year has developed to 4.2 claims per hundred doctors

in Delaware. This trend could account for increases

over current rates of more than 150%.

Severity is also on the increase.

The new rates are listed on page 63 8.

The committee is alarmed at the increased costs

but feel their primary concern is to see that insurance

is available.

The committee is agreed that even though the

physicians are paying a prime rate for their coverage,

the purpose of the program is to maintain the in-

surability of the physicians. Further they wish it

noted that the Aetna report was favorably received.

The committee noted that there is a crisis nation-

ally and that Aetna is still experimenting with this

program.

James B. McClements, M.D., Chairman

(This report was approved and referred to the

Board of Trustees for further study and report to the

membership as soon as possible.)

MATERNAL AND CHILD CARE COMMITTEE

Catherine B. Middleton, M.D.

The unfortunate and untimely death of Doctor

Middleton, Director of Maternal and Child Care, State

Division of Public Health, occurred this year. Doc-

tor Middleton was a strong force in Delaware’s ma-
ternal and children’s affairs. She helped to develop

a working methodology not only for this Committee

but for infectious diseases and other related areas.

The presence of Doctor Middleton pervaded those

areas of interest of the Committee. Her very real

and personal interest in the mothers and babies of

Delaware transcended all of her other concerns.

Doctor Middleton worked diligently to bring Del-

aware into compliance with recommendations of the

AMA House of Delegates regarding neonatal mor-

tality reporting. She implemented systems of uni-

form reporting statewide. Doctor Middleton worked
hard with the obstetricians and pediatricians all over

the State, was a cheerful and conscientious worker,

and a friend. We will miss this fine lady and good

physician.

Doctor McKusick’s tribute to Doctor Middleton

appeared in the September 1974 Delaware Medical

Journal.

Infant Mortality, Delaware, 1969-1973

Five-year data on Delaware infant mortality and

neonatal mortality rates have been accumulated. The
numbers on the various categories are too small to be

statistically significant. The trends in all three coun-

ties are nevertheless downward for both white and

non-white segments of the population. The too small

numbers make comparisons between demographic and

population groups invalid.

However, the statewide trend seems to follow the

national pattern of improving infant and neonatal

mortality rates. According to the US Bureau of the

Census, infant mortality in the US in 1900 was

97.3/1000 live births. The rate rapidly fell (about

70%) in the next 50 years to 29.2/1000 in 1950.

US infant mortality rates then remained fairly stable

until 1965. Since 1965, the rates nationally have

begun to decrease again. *

Delaware seems to be sharing the trend toward

lower infant and neonatal mortality rates with the

rest of the US. Although the numbers for Delaware

are small, the trend seems encouraging.

No. of Neonatal Infant

Live Mortality Mortality

Births Rate** Rate* * *

1969 10,093 17.44 21.50

1970 10,481 14.69 18.9

1971 9,897 11.44 14.68

1972 8,876 13.85 18.81

1973 8,283 12.43 15.45

*A study of Infant Mortality from Linked Records, Vital &
Health Statistics, Series 20-No. 12, DHEW, Pub. No. (HSM),
72-1055, Washington, US Government Printing Office, June
1972.

**Number of deaths 28 days of age or under per 1000 live births.

***Number of deaths under 1 year of age per 1000 live births.

Illegitimacy in Delaware

There were 1222 illegitimate births in Delaware

in 1973, 1335 in 1972, 1483 in 1971, and 1617 in

1970.

Abortion Statistics

There were 1957 legal abortions in Delaware in

1973, 1342 in 1972, and 1129 in 1971.

Family Planning Services

Family planning counseling and services are avail-

able in all three Delaware counties under Planned

Parenthood and/or State Division of Public Health

sponsorship.

Lead Poisoning

The testing program was extended throughout New
Castle County in 1973. Extension of the program

into Kent and Sussex Counties has begun.
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Comprehensive Health Care for Children

The Child Health Conferences (formerly Well

Baby Clinics) are well established and operating

statewide.

Delaware Adolescent Program Incorporated

The Delaware Adolescent Program Incorporated

has received sufficient funding to continue to operate

for at least another year.

Consent for Voluntary Sterilization

of Medicaid Recipients

In June the Committee was requested by Doctor

Vandervort to devise a consent for Medicaid (Title

XIX) recipients for voluntary sterilization. Using

Federal guidelines and working with Miss Mary Lee

Berry from the Delaware Division of Social Services,

the attached consent form was drafted by the Com-
mittee. (See below.) We feel that the document

fulfills all of the Federal requirements.

CONSENT FOR VOLUNTARY STERILIZATION

NOTICE: Your decision at any time not to be steril-

ized will not result in the withdrawal or

withholding of any benefits provided by

Title XIX programs or projects.

I (we), the undersigned,

voluntarily request the operation

and understand that if it proves successful the re-

sults will be permanent sterilization and it will there-

after be physically impossible for the male patient

to inseminate, or for the female patient to conceive

or bear children. I (we), each being twenty-one

years of age or older, request Doctor ,

and his assistants or the assigns of his choice, to per-

form upon (name of patient), the following opera-

tion: (proposed procedure).

A. Explanation of the procedure has been made

to me (us), and I (we) understand the nature of the

procedure and its consequences.

B. Any surgery involves pain. Attendant possi-

bilities to this type of surgery include bleeding, ac-

cidental injury or infection, and any possible com-

plications of these.

C. It has been explained to me (us) that this

operation is intended to result in sterility although

this result cannot be guaranteed.

D. Alternative methods of family planning, in-

cluding mechanical (i.e., condom, foam or jelly, dia-

phragm, intrauterine device) and chemical (oral con-

traceptives, i.e., "The Pill”) methods have been con-

sidered by me (us). I (we) have elected as an alter-

native the sterilizing procedure referred to above.

I (we) understand that this procedure should be

considered irreversible although I (we) understand

that there cannot be any guarantee of the effective-

ness of this procedure for sterilization.

E. I (we) have been afforded the opportunity to

ask questions concerning the above procedure and

contraceptive alternatives to it.

F. I (we) understand that I (we) am (are) free to

withhold or withdraw my (our) consent to the pro-

cedure at any time prior to the sterilization without

prejudicing my future care and without loss of other

project or program benefits to which I, the patient,

otherwise might be entitled.

Witness

Witness

Signed

Signed

William D. Johnson, M.D., Chairman

MEDICAL ECONOMICS COMMITTEE

The Medical Economics Committee during 1973-

74 has dealt primarily with the development of a

more comprehensive disability insurance program

sponsored by the Medical Society of Delaware and

underwritten by J. A. Montgomery.

Mr. Mike Mandio of J. A. Montgomery in review-

ing the Society’s new combined disability insurance

program has reported that the mail campaign to and

solicitation of the Society membership yielded dis-

appointing results during the 90-day enrollment

period (extended by the Commercial Insurance Com-
pany from the original 60 days). During this time

5 8 applicants applied for additional coverage, and 21

new applicants applied. Of these 18 were declined

because of various factors, leaving the number of

new acceptable applications at 61, well below 75, the

minimum new application number at which the Com-
mercial Insurance Company had agreed to grant

limited coverage to otherwise uninsurable applicants.

Mr. Mandio feels that the program has lived

through a period of problems and errors which are

to be expected in such a conversion situation and

that these are being ironed out so that a new sales

campaign can be mounted to reach the goal of 75

and hopefully to exceed it.

A new office overhead expense plan has been de-

veloped and will be offered to the membership in a

general mailing this fall.

It is particularly disturbing to review the above

report and to wonder why the members of the State

Medical Society have not chosen to enroll in this

program in larger numbers. Several reasons for the

disappointing response and suggestions for improve-

ment are:

1) The Montgomery representatives had difficulty

setting up appointments with the physicians
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despite three mailings (two on Society letter-

head) urging them to review their disability

income program.

2) Physicians who become professional associations

are often sold such coverage by the incorporat-

ing agent.

3) Some physicians have other disability protec-

tion already.

4) The Society itself needs to do a better job of in-

forming the members what’s available as a

benefit of membership.

5 ) We should inform new doctors, even at the

resident level, as to the available group insur-

ance programs. Doctor Rafal offered to speak

to E. Wayne Martz, M.D., Director of the De-
partment of Education at the Wilmington
Medical Center about getting the information

to the housestaff. He also proposed a medical

economics advisory service with himself, Doc-
tor Wilk, Ms. Bader, and Doctor Syrovatka

supplying help to the interns and residents.

6) A phone poll of Society members under Society

auspices could be conducted to determine if

those who are not participating are not inter-

ested or are just uninformed.

It is also recommended that a booth be set up at

County Society meetings to inform the membership
about the insurance programs available through the

State Medical Society.

It was the recommendation of the 1973 House of

Delegates that the Medical Economics Committee of

the Medical Society of Delaware be made a standing

committee. A by-laws change to accomplish this

will be voted on at the 1974 House of Delegates.

It is noteworthy that the New Castle County Medi-
cal Society has amended its by-laws to allow its com-
mittees to transact their business jointly with the

corresponding committee of the Medical Society of

Delaware. This will enable the Medical Economics
Committees of the State and New Castle County
Medical Societies to transact business jointly and
avoid duplication of meetings.

The Committee would like to encourage all mem-
bers of the State Medical Society to reconsider their

opportunity to participate in what we believe to be

an excellent disability program.

Howard Wilk, M.D., Chairman

MEDICAL LOANS COMMITTEE

This year $3000 was available for loan by the

Medical Society of Delaware to medical students who
are Delaware Residents.

The following loans were approved at the Academy
of Medicine Student Financial Aid meeting on August
8, 1974:

Douglas B. Horner—State University of New York
}

Buffalo, $2000.

Gary M. Owens—Jefferson Medical College, $750.

Robert F. Olivere—Jefferson Medical College, $250.

William J. Vandervort, M.D., President

MEDICINE AND RELIGION COMMITTEE

This is the fifth consecutive yearly report sub-

mitted by the present Chairman of the Medicine and

Religion Committee. Any report from this Com-
mittee usually contains a fractional carry-over from
the previous year or years. This is because the three

activities now to be reported are but growth products

of earlier innovations.

1. The Yearly Prayer Breakfast, which is held early

Saturday morning, just prior to the opening of the

Annual Meeting of the State Medical Society. The
Prayer Breakfast is ecumenical. The participating

physician speakers from the Medical Society represent

Moslem, Hebrew, Roman Catholic, and Protestant

faiths. Since the inception of the Prayer Breakfast

four years ago, the speakers have perpetuated a con-

tinuing theme. In sequence, the yearly themes have

been as follows: the first year, God is aware of man’s

prayer even before it is spoken; the second year, man’s

prayer requests are not always answered in the man-
ner man desires; last year, Man must courageously

continue even though he seems to have been unheard;

and this year, the theme is that man must accept, by
faith, that God does what is eventually the better for

man.

2. The Yearly Seminars from the Department of

Pastoral Care of the Wilmington Medical Center.

Chaplain Swanson, a member of this Committee, is

Director. The Seminars, under his direction, are

sponsored by the Medicine and Religion Committee.

Instructional for all health-care professionals and area

clergymen, they cover a thirteen-week teaching pro-

gram. They present the combined medical and spirit-

ual approach to the full gamut of medical problems.

The physician discusses the medical problem (usually

his special field). This participating physician is fre-

quently a member of this Committee, but others par-

ticipate also. Chaplain Swanson then proposes how
the clergy, the physician, the hospital chaplain, and

the family can all be better co-ordinated thus giving

the patient a unified approach to better total patient

care. Each September, a three-day seminar is held

at the Academy of Medicine. At that time visiting

speakers, both physician and clergy, from other teach-

ing centers, discuss the topic of the year. This Sep-

tember, among others, for example, was Elizabeth

Kubler-Ross, whose topic was "The Essence of Life

and Death.” Part of the Seminar, by invitation, was

held at The University of Delaware. Again, empha-
sizing continuity, the previous yearly themes have

been: Illness, Dying, Death and Grief; last year,

Anxiety and Stress in Contemporary Society; this

year, the Aging of The Individual. This Fall, the

coming thirteen-week seminar will discuss "The Heal-

ing Value of Language.” All the Seminars have been

extremely well attended.
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3. In the list of activities, Chaplain Swanson and

the Chairman have appeared together, by invitation,

during the past year as speakers to various groups,

medical and clergy: University of Delaware School

of Nursing; Tri-State Hospital Conference, Washing-

ton, D.C.; Physician Staff Meeting, Elkton, Maryland;

a combined Clergy-Physician Meeting, Milford, Dela-

ware; a combined Four-Hospital One-Day Seminar, in

Georgetown, Delaware. In the absence of the Chair-

man, Chaplain Swanson attended the AMA Regional

Meeting of the area Committees of Medicine and

Religion (Chairmen).

In conclusion, the Chairman wishes to express his

appreciation for the privilege of serving under five

consecutive Presidents as leader of this Committee,

and he is grateful for the assistance of the Committee
members.

Furthermore, the Chairman would like to recom-

mend that Chaplain Lynwood Swanson be given some

written recognition of his outstanding work in his

field and that such recognition come directly from
The Medical Society. Chaplain Swanson’s recent

month-long program for all hospital Staff and per-

sonnel, (Caring Is Part of Our Cure) is receiving

widespread acclaim as evidenced by requests for h s

format, requests coming from hospitals in other states.

By invitation, he will be introducing, this year, the

format to The University of Delaware. He has been

for all of us, a pricking of our consciences; for he

has by thought, word, and deed, reminded us of the

continuing need for total patient care—total care of

body, mind and soul. He represents, in one person,

the ideal for which this Committee strives, namely, a

continual emphasis on the importance of the spiritual

dimension of human medical care.

Charles M. Bancroft, M.D., Chairman

MEDICO-LEGAL AFFAIRS COMMITTEE

The Medico-Legal Affairs Committee has had a busy

year. These are times of rapid change in medico-legal

matters, and two current projects are in the midst

of accomplishment:

1) Revision of the "Interprofessional Code of Con-

duct and Practice,” (the Little Blue Book),

which will be considerably more specific than

it has been in the past.

2) Revision of the Malpractice Screening Panel

Plan. This reflects the emergence in Wilming-
ton of what amounts to a specialist lawyer,

part-time at least, who is handling actions

against physicians. This also reflects the chang-

ing medical-legal attitudes and liabilities occur-

ring throughout the country. The changes in

the plan will have to reflect the existence in

Delaware of a Uniform Arbitration Statute en-

abling binding arbitration, which has not yet,

to my knowledge, been used in a malpractice

case.

On file in the Society office is a list of the panel

activities for the year.

Martin Gibbs, M.D,. Chairman

MENTAL HEALTH, ALCOHOLISM, AND
DRUG ABUSE COMMITTEE

The major activity of the Mental Health, Alcohol-

ism, and Drug Abuse Committee for the year 1974

was to plan in detail a symposium on drug abuse for

physicians to be given at the Academy of Medicine

November 23, 1974, from 9:00 a.m. to 1:00 p.m.

The purpose of the symposium will be to familiarize

physicians with the present scope of drug abuse in

Delaware, current treatments available, referral fa-

cilities in Delaware and special implications in drug

abuse for physicians. A nationally known guest

speaker will be announced at a later date.

This symposium was mandated by the 1973 House
of Delegates as a needed project for the fall of 1974.

The committee is hoping for a good attendance from
members of the Medical Society of Delaware.

Janet P. Kramer, M.D., Chairman

PUBLIC RELATIONS COMMITTEE

The Public Relations Committee sponsors three

continuing programs for medical presentations to the

public.

The Ask the Doctor Program on WDEL is a weekly

presentation which has been supported by numerous

physicians who have appeared on the program to dis-

cuss a medical topic and to answer questions from
the listeners. Mr. Richard Aydelotte acts as moder-

ator and assists in the program production.

The second program is that of Explorer Scout Post

No. 5 3 0. Scouts are introduced to aspects of medical

care and practice by discussions with physicians. This

year there were 74 students enrolled. The advisors to

the Program are Doctors David A. Levitsky, John H.
Furlong, Jr., Edwin C. Katzman, and Kay Lynam.

The Public Relations Committee of the Medical

Society of Delaware and the Community Affairs

Committee of the New Castle County Medical So-

ciety have begun to hold conjoint meetings to better

coordinate their activities. One of the products of

these meetings has been the recent inspection of the

medical facilities of the prisons at Smyrna and George-

town, and the subsequent reports and recommenda-

tions to the Department of Health and Social Ser-

vices, which is responsible for their condition.

The newest addition to the Society’s public rela-

tions program is, "A Doctor’s Opinion,” the weekly

television show on Channel 5 Cablevision. Listeners

may phone in medical questions to be answered on

the air.

Thomas S. Vates, Jr., M.D., Chairman

( Reports to be continued in the January Issue

)
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PSYCHIATRIC SEMINARS

A Seminar Workshop series of fifteen ses-

sions (ten in Wilmington and five in Dover)

for non-psychiatric physicians to improve skills

of diagnosis, understanding and management
of psychiatric problems, will be sponsored by

Jefferson Medical College of the Thomas Jef-

ferson University, the Wilmington Medical

Center, and the Delaware Academy of Family

Physicians.

The program is acceptable for twenty pre-

scribed hours in Wilmington and fifteen pre-

scribed hours in Dover by the American Acad-

emy of Family Physicians.

The programs are noted below.

WILMINGTON PROGRAM

1-3:00 P.M.

Moderator— David Platt, M.D.

Wilmington General Division

3rd North Conference Room

January 15

Psychological Factors in Marital Infidelity

Charles Strahan, Jr., M.D.

January 22

Management and Therapy of Psychiatric

Crisis

Martin B. Kassell, M.D.

January 29

Delinquency and Social Deviants

Floyd S. Cornelison, Jr., M.D.

February 5

Bereavement—Early Parental Death and
Mental Illness

Abraham A. Freedman, M.D.

February 12

Psychiatric Disorders and Management in the

Post Partum Period

Nicholas P. Bash, M.D.

February 19

Family Therapy

Gabriel D’Amato, M.D.

February 26

Psychogenesis Aspects of Malignancy (As It

Relates to Family and Patient

)

Claus Bahne Bahnson, Ph.D.

March 5

Insanity—A View from the Courtroom

Jerome Kay, M.D.

March 12

Crises of Later Adolescence and Early

Adult Life

Ora R. Smith, M.D.

March 19

Brief Psychotherapy in Depressions

H. George DeCherney, M.D.

DOVER PROGRAM

12-2:30 P.M.

Moderator— Rhoslyn J. Bishoff, M.D.

Kent General Hospital Staff Room

January 15

Management and Therapy of Psychiatric

Crisis

Martin B. Kassell, M.D.

January 22

Psychological Factors in Marital Infidelity

Charles Strahan, Jr., M.D.

January 29

Brief Psychotherapy in Depressions

H. George DeCherney, M.D.

February 5

Crises of Later Adolescence and Early

Adult Life

Ora R, Smith, M.D.

February 12

Delinquency and Social Deviants

Floyd S. Cornelison, Jr., M.D.

February 19

Bereavement—Early Parental Death and

Mental Illness

Abraham A. Freedman, M.D.
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NURSE COORDINATOR IN THE BREAST CANCER NETWORK

In the October column, “Cancer Com-
munique,” some general information was given

on three separate projects funded in Dela-

ware. This article relates to the activities of

nurses in the third project, “A Prototype Net-

work Demonstration Project in Breast Can-

cer.” More simply, it is referred to as the

“Breast Cancer Network.”

“Nurse coordinators working under this con-

tract and under the direction of qualified phy-

sicians will solicit information from the medi-

cal population of the State to aid in the de-

velopment of these management systems for

Breast Cancer (See October, ’74 Delaware

Medical Journal) and also will disseminate in-

formation concerning the disease.”

These two nurses have been hired and will

begin contacting physicians in January. Under

the direction of Leslie W. Whitney, M.D., and

the members of the Clinical Team in the

Breast Cancer Network, they will be seeking

information from physicians regarding

:

• local methods of diagnosis and treatment.

• specific problems in communication among

members of the health team involved in

the care of patients with breast cancer.

• defining areas of satisfaction or dissatis-

faction with existing facilities for diag-

nosis, treatment, and follow-up of breast

cancer patients.

• physician concerns.

Who are these nurses? What is their back-

ground?

Patricia G. Hamilton has been active for

several years in many community activities in

the New Castle County area. A graduate of

the College of Mount St. Vincent, Paddy is

presently on the Board of Directors of the

Visiting Nurse Association of Wilmington and

on the Board of Directors of Junior League

of Wilmington, Incorporated. She has done

Alice A. Love

clinical work in Elizabeth, New Jersey, and

was an instructor in medical-surgical nursing.

Paddy is officially employed by the Wilming-

ton Medical Center and will be working pri-

marily in the New Castle County area.

Jennifer L. Zitomer, the Nurse Coordinator

for Kent and Sussex Counties, is an employee

of Beebe Hospital in Lewes. After graduating

from Peter Bent Brigham School of Nursing

in Boston, Jennifer enrolled in the University

of Maryland degree program graduating with

high honors. Jenny’s minor is in Health Edu-

cation. Her clinical experiences have been in

Worcester, Massachusetts, Washington, D.C.,

Bethesda, Maryland, and, most recently, Mil-

ford Memorial Hospital in Delaware. While

at NCI in Bethesda, Jenny’s primary work

was done on solid tumor service and on hema-

tology.

What kind of training has prepared them

for this position? A number of people have

contributed ideas to the learning and clinical

experiences these nurses will need: physicians,

nurses, and persons from the American Can-

cer Society. Resources—people, places and

content data—were identified. Undoubtedly,

new resources will come to light as these nurses

immerse themselves in the local community.

Some specifics regarding their training can

be stated. In November, they participated in

a three-day seminar, “Focus on Breast Can-

cer,” sponsored by the New England Medical

Center at Tufts. They will be involved in

such learnings as the existing breast protocols,

private resources in the State, cancer “quack-

ery,” as well as insurance benefits available to

mastectomy patients.

The nurses will contact many physicians

who meet breast cancer patients. They will

communicate via letter and phone call in or-

der to arrange an appointment for a personal

interview. Please cooperate.Miss Love is the Project Administrator for the Delaware Breast
Cancer Network.

This page is sponsored by the Cancer Coordination Office funded through an NCI Planning Grant.
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Speakers on

“Ask the Doctor”

In the News

X-Ray Guide

Available

New Hampshire

Historical Society

Project

Heart Association

Grant-in-Aid

Speakers for January, 1975 on the Tuesday radio program (11:05 a.m.,

WDEL) produced by the Medical Society of Delaware are: January 7,

Ronald C. Corbalis, M.D., Emergency Care; January 14, Richard Lenni-

han, Jr., M.D., Thrombophlebitis; January 21, Charles M. Smith, M.D.
Hodgkin’s Disease; January 28, Dewey A. Nelson, M.D., Herpe Zoster

(Shingles).

John J. Egan, M.D. of Wilmington is a newly elected fellow of the Ameri-

can College of Physicians.

Charles S. Riegel, M.D. and Robert Waterhouse, M.D., both of Wilming-

ton, have been named members of the State Board of Medical Examiners

for four-year terms by Governor Sherman W. Tribbitt.

George F. Mclnnes, M.D. has been appointed director of the Department

of Surgery at the Wilmington Medical Center.

A reference booklet, “A Practitioner’s Guide to the Diagnostic X-Ray
Equipment Standard,” has been prepared primarily with the needs of

x-ray equipment users and owners in mind. The pamphlet highlights

major provisions of the federal standard and summarizes what practitioners

need to know to meet their responsibilities as stipulated by the standard,

which became effective August 1, 1974. Single free copies of the Practi-

tioner’s Guide are available from the Bureau of Radiological Health (HFX-
25), 5600 Fishers Lane, Rockville, Maryland 20852.

The New Hampshire Historical Society is sponsoring a project to edit the

papers of Josiah Bartlett, M.D. (1729-1795). Supported by the New
Hampshire American Revolution Bicentennial Commission and the Na-

tional Historical Publications Commission, the project will result in a com-

prehensive microfilm edition followed by a letterpress edition of selected

documents. Persons having knowledge of the existence of correspondence to

or from Doctor Bartlett or of other papers written or signed by him are

requested to contact the Historical Society at Thirty Park Street, Con-

cord, New Hampshire 03301.

The Delaware Heart Association is accepting applications for grant-in-aid

support for research activities related to cardiovascular function and dis-

ease or to related fundamental problems. Call or write the Delaware

Heart Association, Suite 46, 1601 Concord Pike, Wilmington, Delaware

19803 for applications. Deadline for receipt of applications is January

31, 1975.
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CLINICAL NOTICES AND MEETINGS

Continuing Education The University of Miami School of Medicine, Department of Pediatrics, will sponsor
Courses Available a course on “Human Disease Related to Food and Chemical Sensitivity” on January

29-31, at Bal Harbour, Florida. A course on “Hypertension, Diabetes and Hyper-
lipidemia in Childhood and Vascular Disease in the Adult” will be offered March
11-14, at Bal Harbour, Florida. For information write: Division of Continuing
Medical Education, University of Miami School of Medicine, P.O. Box 520875 Bis-

cayne Annex, Miami, Florida 33152.

71st Annual Congress The Council on Medical Education of the American Medical Association will present

on Medical Education the Congress on Medical Education, January 31-February 2, in Chicago. For further

information write: Division of Medical Education, American Medical Association,

535 North Dearborn Street, Chicago, Illinois 60610.

Aspen Radiology The Fifth Annual Aspen Radiology Conference will be held March 3-7 in Aspen,

Conference Colorado. The conference is designed for physicians and scientists interested in

diagnostic radiology, nuclear medicine, and radiation therapy and will explore the

impact of clinical and technological advances on radiologic practice. For further

information write: Maurice O’Connor, M.D., Conference Director, Division of Radi-

ology, Denver General Hospital, Denver, Colorado 80204.

American College of

Chest Physicians

Program

A postgraduate program on “Cardiology for the Practitioner” will be held March
12-14 in Warren, Vermont. For information write: Bradford W. Claxton, M.Ed.,

Director of Continuing Education, American College of Chest Physicians, 911 Busse

Highway, Park Ridge, Illinois 60068.

Courses

Otolaryngology
The Department of Otolaryngology, Abraham Lincoln School of Medicine, University

of Illinois and the Eye and Ear Infirmary of the University of Illinois Hospital, will

conduct a continuing education course in Laryngology and Bronchoesophagology,

March 17-25, in Chicago, Illinois. A course on Neurotology will be conducted March

24-27, in Chicago. For information write: Department of Otolaryngology, Eye and

Ear Infirmary, 1855 West Taylor Street, Chicago, Illinois 60612.

Thromboembolism:
Diagnosis and
Treatment

The American Heart Association Council on Thrombosis and the Florida Heart

Association will present a course on “Thromboembolism: Diagnosis and Treatment”

in Miami Beach, February 27-March 1. For information write: George E. Stewart,

Jr., American Heart Association, 44 East 23rd Street, New York, New York 10010.

608 N. UNION STREET
Wilmington, Delaware

PHONE 652-0300

SURGICAL, ORTHOPEDIC and PROSTHETIC APPLIANCES
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